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The  Medical  Care  Plan  shall  be  the  rule  for  boards  of  public  welfare  in  providing, 
approving,  and  paying  for  all  items  of  medical  care  for  public  assistance  re- 
cipients. 

Payment  for  the  items  of  medical  care  shall  be  made  directly  to  the  vendor.  The 
following  are  the  major  items  of  medical  care: 

1.  Acute  hospital  care. 

2,  Care  in  chronic  hospitals  and  public  medical  institutions. 
3»  Rehabilitation  clinics. 

U.  Home  medical  care  services  provided  by  hospitals. 

5.  All  outpatient  department  services. 

6,  Care  in  licensed  nursing  homes. 

7«  Physicians1  services,  including  specialists  and  consultants, 
wherever  rendered. 

8,    Dental  services. 

?.  Optometrists. 

10.  Podiatrists. 

11.  Visiting  nurses  or  similar  services. 

12.  Orthodontia. 

13.  Ancillary  and  special  services  wherever  provided  including  X-ray, 
laboratory,  physical  therapy  and  professional  nursing  personnel  in 
the  home,  and  services  of  Guilds  for  the  Hard  of  Hearing. 

liu    Prosthetic  appliances. 

15>.    Prescribed  medication. 

16.    Ambulance  service  and  other  transportation  necessary  to  obtain 
medical  care. 
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I.  PURPOSE 

The  Medical  Care  Plan  contains  policies,  procedures,  and  standards  governing 
the  Medical  Assistance  program  and  the  General  Relief  Medical  Assistance 
program. 

II.  LEGAL  BASIS  OF  THE  MEDICAL  ASSISTANCE  AND  GENERAL  RELIEF  MEDICAL  ASSISTANCE 
PROGRAMS 

A.  Medical  Assistance  Program 

1.  The  Medical  Assistance  program  was  created  by  the  Social  Security 
Amendments  of  1965  establishing  Title  XIX  as  "grants  to  states  for 
Medical  Assistance  programs." 

2.  Massachusetts  joined  the  national  Medical  Assistance  program  In 
September  1966  by  Executive  Order  of  the  Governor.    On  November  22, 
1969,  the  Massachusetts  Medical  Assistance  program  was  established 
by  law.  (Chapter  800  of  the  Acts  of  1969  through  Chapter  118E. ) 
This  law  defines  the  major  responsibilities  of  the  Department  of 
Public  Welfare  in  the  areas  of  general  policy  and  administration  of 
the  program,  determination  of  eligibility,  provision  of  medical, 
diagnostic,  preventive,  and  rehabilitative  services,  fiscal 
accountability,  and -vendor  payments. 

3.  Through  participation  in  the  Medical  Assistance  program ^  Massachu- 
setts is  eligible  for  Federal  reimbursement  for  50%  of  expenditures 
in  most  Medical  Assistance  programs.    Certain  mandated  Federal 
programs  are  reimbursed  at  a  higher  percentage  rate. 

B.  General  Relief  Medical  Assistance  Program 

1.  Chapter  266,  the  Budget  Act  for  the  Commonwealth  of  Massachusetts 

for  fiscal  year  1977,  contains  a  provision  that  states:  "  

limited  medical  services  shall  be  provided  to  General  Relief 
recipients." 

2.  General  Relief  medical  services  are  funded  entirely  by  State 
revenues  and  are  more  limited    (in  extent)  than  services  provided 
by  the  Medical  Assistance  program. 
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III.    REIMBURSABLE  MEDICAL  SERVICES 

A.  The  following  list  summarizes  the  scope  of  reimbursable  medical  services 
for  Medical  Assistance  (MA)  recipients  (categories  01,  02,  03,  05,  06,  07, 
08.  00)  and  General  Relief  Medical  Assistance  (GR)  recipients  (category 
04) .    Each  program  area  listed  below  is  sufcj„ect  to  existing  policy  re- 
gulations • 


Services  reimbursable 
for  MA  &  GR  recipients 


Services  reimbursable  for 
MA  recipients.  Reimbursable 
for  GR  recipients  with 
restrictions  


Services  reimbursable 
for  MA  recipients  and 
not  reimbursable  for 
GR  recipients  

Hospital  Services  (all 
departments)  (Life 
sustaining  drugs  are 
reimbursable  when  pro- 
vided to  GR  recipients) 

Chronic  Hospital  Services 

Nursing  Home  Services 

Free-standing  Mental  Health 
Clinic  Services 

Free-standing  Kidney  Disease 
Center  Services 

Private  Duby  Nursing 

Psychological  Testing 

Podiatry 

Transportation 

Physical,  Occupational  and 
Speech  Therapy 

Free-standing  Family  Plan- 
ning Clinic  Services 

Specialty  Clinic  Services 

Psychiatric  Day  Treatment 
Center  Services 

Abortion  Services 


Vision  Care  Services 
Durable  Goods,  including 

Prosthetics  and 

Hearing  Aids 
Home  Health  Services 
Independent  Laboratory 

Services 


Physician  Services 

Drugs 

Dentistry 

Neighborhood  Health 
Center  Services 

Sterilization  Services 


B.    Payment  for  medical  care  shall  be  aade  directly  to  medical  providers 
participating  in  the  Massachusetts  Medical  Assistance  Program. 
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Purpose 


Medical  Care  is  a  basic  requirement  of  persons  in  need,  and  shall  be  provided  in 
accordance  with  the  standards  and  limitations  of  the  Medical  Care  Plan. 

The  Medical  Care  Plan  embodies  policies,  procedures  and  standards  relating  to  ad- 
ministration of  the  medical  care  aspects  of  the  public  assistance  programs  in  the 
Commonwealth  of  Massachusetts.    It  is  a  guide  to  assure  adequate  provisions  neces- 
sary to:    promote  satisfactory  growth,  development,  and  protection  of  the  health 
of  children  and  adults;  promote  prevention  of  disease,  early  detection,  treatment, 
remedial  care  and  rehabilitation;  provide  essential  drugs,  appliances  and  equip- 
ment for  persons  in  need  within  the  scope  of  assistance  programs. 

Fee  Schedules 

In  order  to  achieve  uniformity  throughout  the  State  in  the  quantity  and  quality 
of  medical  care  provided,  it  is  necessary  that  Welfare  Service  Offices  (W.S.O.) 
conform  to  the  procedures,  methods  of  payment,  and  statewide  fee  schedules. 

Medical  services  and  supplies  begin  with  either  the  personal  physician  or  clinic 
and,  when  recommended,  must  bo  approved  and  paid  for  in  accordance  with  estab- 
lished fee  schedules.    Fee  schedules  for  medical  services  and  supplies  are  part 
of  the  Medical  Care  Plan,  and  represent  the  amount  for  which  the  item  or  service 
is  usually  available. 

Established  fee  schedules  for  professional  services  may  not  be  exceeded.    A  W.S.O. 
must  refer  medical  fees  requiring  "individual  consideration"  and  fees  for  medical 
services  not  on  fee  schedules  to  the  Regional  Office. 

Items  of  medical  care  must  be  recommended  in  accordance  with  standards  outlined 
in  the  Medical  Care  Plan.    Most  items  require  evaluation  and  recommendation  of 
the  attending  physician.    In  some  instances  the  professional  opinion  of  a  spe- 
cialist or  clinic  physician  is  required;  in  others,  the  assessment  by  a  spe- 
cialized agency  such  as  a  hearing  evaluation  center  for  a  hearing  aid  or  a  physi- 
cal therapist  for  a  wheelchair  will  be  required.    A  W.S.O.  may  approve  purchase 
of  recommended  items  of  medical  care  only  when  the  standards  of  the  Medical  Care 
Plan  have  been  satisfied. 

Rehabilitation 

The  use  of  all  possible  rehabilitation  facilities  is  the  responsibility  of  the 
W.S.O.    These  facilities  include  the  available  rehabilitation  clinics,  the  ser- 
vices of  the  Massachusetts  Rehabilitation  Commission,  Sheltered  Work  Snops,  and 
other  agencies  providing  services,  such  as  the  Bay  State  Society  for  Crippled 
and  Handicapped,  and  the  Crippled  Children's  program  of  the  State  Department  of 
Public  Health.    The  "Directory  of  Social  Services  Resources  in  Massachusetts" 
lists  all  agencies  providing  service. 
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Community  Resources 

All  community  resources,  both  public  and  private,  should  be  used  both  for  preven- 
tion of  disease  and  treatment  of  illness.    Procedures  for  the  use  of  the  health 
services  should  be  carefully  planned  so  that  all  agencies  concerned,  as  -well  as 
the  recipients  involved,  will  understand  the  purpose  of  the  services  and  the 
method  of  obtaining  them.    These  services  should  be  provided  by  using  facilities 
in  other  communities  if  not  available  in  the  area  serviced  by  the  W.S.O. 
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BILLING  AND  PAYMENTS 


Submission  of  Bills 

Each  provider  shall  submit  to  the  WSO,  on  or  before  the  15th  day  of  each  month, 
itemized  bills  for  all  services  or  supplies  provided  to  public  assistance 
recipients  during  the  previous  calendar  month.    Occasionally,  there  may  be  in- 
stances where  it  will  not  be  possible  to  meet  this  requirement  which  has  been 
established  as  an  orderly  administrative  procedure.    In  any  event,  in  order  to 
have  a  bill  honored  for  payment  it  must  be  submitted  on  a  form  approved  by  the 
Department  within  six  months  of  the  last  day  of  the  month  in  which  such  service 
was  rendered . 

Where  service  was  rendered  to  a  recipient  covered  by  section  24A  of  Chapter  117 
or  Section  14  of  Chapter  118E  who  was  not  approved  for  aid  at  the  time  such 
service  was  rendered,  but  was  subsequently  approved  for  assistance,  the  bill 
must  be  submitted  within  six  months  after  the  date  on  which  the  request  for 
assistance  was  approved.     Said  bills  shall  be  signed  under  the  penalties  of 
perjury;  an  institution  may,  in  lieu  of  this  requirement,  agree  in  writing  with 
the  Commissioner  that  its  books  and  records  will  be  available  for  inspection  by 
the  Department  with  respect  to  services  rendered  under  any  assistance  program 
administered  by  the  Department. 

When  a  provider  has  first  submitted  a  bill  to  a  third  party  payer  (Blue  Cross, 
Aetna  and  similar  companies)  the  date  on  which  that  bill  was  submitted  to  the 
third  party  shall  be  considered  as  the  date  of  submission  to  the  Department 
when  an  unpaid  balance  remains.    The  provider,  however,  must  forward  the  bill 
processed  by  the  third  party  to  the  Department  within  six  months  of  receipt  of 
that  bill  from  the  third  party. 

Since  a  regulation  under  Title  XVIII  of  the  Social  Security  Act  provides  addi- 
tional time  for  the  submittal  of  bills  the  above  billing  procedures  shall  not 
be  applicable  for  vendor  medical  bills  that  are  reimbursable  under  Medicare 
except  that  a  bill  for  service  first  submitted  to  Medicare  must  be  submitted  to 
the  Department  within  six  months  of  the  date  received  from  Medicare. 

A  bill  for  services  initially  submitted  within  the  six  months  billing  rule  but 
which  for  some  reason  was  subsequently  re- submitted  (due  to  errors,  incompletion 
or  like  reasons)  shall  be  considered  as  having  met  the  billing  requirement. 

Bills  Requiring  Referral  to  the  Regional  Medical  Units 

A  bill  that  contains  an  I.C.  fee,  or  service  not  on  fee  schedule,  shall  be  sent 
to  the  Regional  Medical  Unit  for  recommendations  regarding  fee  for  payment. 
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When  a  bill  is  unclear,  questionable,  or  unusual,  or  requires  interpretation, 
it  shall  be  sent  to  the  Regional  Medical  Unit  for  clarification  and/or 
resolution  of  the  questions  involved. 

When  a  provider  submits  a  written  inquiry  regarding  payments  made  to  him  for 
services  or  supplies  provided,  the  correspondence  must  be  forwarded,  together 
with  all  pertinent  information  (including  all  diagnoses)  and  the  WSO's  recom- 
mendations, if  any,  to  the  Regional  Medical  Unit  for  raview  and  recommenda- 
tions.    If  the  provider  questions  the  Regional  Medical  Unit's  decision,  he 
should  be  directed  to  submit  in  writing  the  reasons  for  requesting  reconsid- 
eration.   This  further  v:ritten  inquiry  together  with  ail  pertinent  data  from 
the  WSO  must  be  forwarded  to  the  Regional  Medical  Unit  which  will  forward  the 
material  with  its  own  appended  recommendations  to  the  Medical  Division  in 
Central  Office.    The  findings  of  Central  Office  shall  be  final  and  will  be 
forwarded  to  the  WSO  which  will  advise  the  provider  of  the  decision. 

Written  inquiries  regarding  payment  for  services  or  supplies  provided  sent 
directly  to  Central  Office  will  be  forwarded  to  the  Regional  Medical  Unit  for 
processing  as  described  above- 

Hospital  Bills 

Hospitals  which  have  a  rate  established  on  a  percentage  of  charge  basis  for 
public  assistance  recipients  shall  submit  to  the  respective  WSO  the  Depart- 
ment's authorized  invoice  forms  giving  details  of  the  hospital  charges. 
Resources  of  the  individual,  or  as  paid  by  third  parties,  shall  be  deducted 
after  the  fee  schedule  percentage  of  charge  r.ite  has  been  applied  so  that  the 
total  amount  paid  from  all  sources  shall  not  exceed  the  approved  percentage. 
This  applies  to  Blue  Cross  or  hospital  insurance  board  and  room  rates.  Full 
credit  for  ancillary  charges  is  given  by  the  hospitals  on  all  Blue  Cross 
cases  in  accordance  with  agreements  with  Blue  Cross.     If  the  WSO  determines 
that  more  detailed  information  is  required  concerning  the  items  summarized 
the  hospital  shall  be  requested  to  furnish  it. 

Charges  for  board  and  care  shall  be  limited  to  the  rates  for  semi- private  and 
ward  care,  whichever  is  provided.     Charges  for  a  private  (one  bed)  room  must 
be  denied  unless  medically  supported  and  approval  is  given  by  the  Regional 
Medical  Advisor. 

Hospitals  which  have  an  all-inclusive  per  diem  rate  shall  not  be  reimbursed 
for  routine  services  included  in  the  rate. 

There  shall  be  excluded  from  the  bill  all  non-raedical  items  as  telephone, 
television,  etcetera. 
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The  per  diem  rates  do  not  include  nor  do  the  percentage  of  charges  apply  to 
hemodialysis,  whole  blood,  services  of  optometrists,  dentists,  podiatrists, 
special  duty  nurses,  artificial  appliances,  eye  glasses  or  other  items  which 
are  to  be  taken  home  to  be  primarily  used  after  discharge  from  the  hospital. 
The  charge  for  these  items  shall  be  billed  separately  in  accordance  with  the 
Medical  Care  Plan  fee  schedules  on  the  appropriate  Department  billing  form. 

When  drugs  and  other  items  are  provided  for  use  outside  of  the  hospital,  the 
bill  must  contain  details  for  proper  identification  in  accordance  with 
Section  J  of  the  Medical  Care  Plan. 

All  hospital  bills  must  contain  a  discharge  diagnosis. 
Third  Party  Liability 

Any  WSO  processing  bills  for  recipients  shall  correlate  hospital,  physician 
and  similar  medical  invoices  with  possible  third  party  payers  such  as 
Medicare  and  other  medical  insurance  carriers.    When  a  recipient  has  medical 
insurance  or  other  liability  coverage  no  payments  shall  be  made  until  after 
that  resource  has  been  applied.     The  balance  will  be  paid  if  any  is  due, 
consistent  with  current  fee  schedules.    When  a  tort  case  is  pending,  or  if  any 
bill  is  incurred  following  an  accident  or  injury  for  which  a  third  party  is 
liable,  payments  can  be  made  provided  that  an  assignment  has  been  made  by  the 
recipient. 

In  the  event  the  recipient  refuses  to  execute  the  assignment,  eligibility 
ceases  and  notification  must  be  given  to  the  provider  of  services  or  sup- 
plies so  that  steps  can  be  taken  to  file  a  lien  in  accordance  with  the  pro- 
visions of  the  General  Laws. 

The  invoice  form  authorized  by  the  Department  must  be  accompanied  by  the 
original  of  the  third  party's  Explanation  of  Benefits  form  showing  how  bene- 
fits were  determined  and  any  portion  of  expenses  not  covered  before  a  WSO  may 
process  a  bill,  except  (l)  Medicare  Home  Health  Agency  Part  B,  no  EOB  is 
necessary  (2)  Medicare  hospital  coverage  Part  A,  attach  apricot  copy  of  SSA 
1^53  Form,     Note;     for  Medicare  hospital  Part  B  coverage  attach  the  original 
EOB  Form. 

Third  party  liability  usually  covers  medical  payments  in  whole  or  in  part  for 
persons  sustaining  accidental  injury  in  a  nursing  home;  injuries  sustained  at 
place  of  employment;  injuries  sustained  by  children  during  school  hours  and 
injuries  sustained  while  riding  in  private  or  public  conveyances. 
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d.  The  provider  will  either  accept  the  advisor's  decision  or  will 
request  a  second  review  through  the  claims  processing  center. 

e.  The  claims  processing  center  will  forward  the  provider's  sec- 
ond request  and  documentation  to  the  Medical  Division  for 
another  review. 

f.  The  Medical  Director  will  make  the  final  decision  concerning 
the  request  for  consideration. 

3.    The  general  procedure  for  obtaining  reconsideration  of  disallowances 
for      administrative  reasons  is: 

a.  The  provider  must  submit  a  copy  of  the  remittance  advice  and 
substantiation  of  the  reconsideration  request  to  the  claims 
processing  center  to  which  the  invoice  was  submitted. 

b.  The  decision  to  allow  an  adjustment  will  be  made  by  the  claims 
processing  staff  according  to  guidelines  developed  by  the  Med- 
ical Division.    Reconsideration  requests  addressing  disallow- 
ances for  non- conformance  to  policy  may  be  reviewed  by  the 


VI.     FINAL  DATES  FOR    SUBMISSION  OF  MEDICAL  BILLS  FOR  PRIOR  FISCAL  YEAR  SERVICES 

Notwithstanding  any  other  provisions  of  the  Department's  regulations,  the 
Department  may  establish,  and  may  from  time  to  time  revise,  a  date  or 
dates  for  the  final  submission  of  any  bills  for  services  rendered  by  any 
type  or  types  of  providers  in  any  fiscal  year  or  fiscal  years.    The  De- 
partment shall  send  notice  of  any  such  date  or  dates  to  providers  of 
the  types  affected  at  the  address  shown  In  the  Department's  records  at 
the  time  of  notice.    The  Department  shall  pay  no  bills  submitted  In 
violation  of  such  notice. 


Medical  Division. 
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I.       STANDARD  MEDICAL  ASSISTANCE  BILL  SUBMISSION 

A.  Department  Invoice 

1.  An  authorized  provider*  rendering  services  to  an  eligible  Medical 
Assistance  recipient  must  submit  bills  for  goods  and  services  using 
the  Department  invoice  appropriate  to  the  item  or  service  provided. 

2.  Each  Medical  Assistance  (MA)  program  requires  the  use  of  a  specific 
MA  invoice.    The  type  of  invoice  is  listed  in  either  the  appropriate 
Section  of  the  Medical  Care  Plan  or  in  provider    billing  instructions 
available  from  the  Department. 

B.  Extent  of  Payment  Coverage 

1.  Payment  made  to  the  provider  by  the  Department  for  goods  delivered 
or  services  rendered  to  eligible  recipients  is  considered  payment  in 
full.    Providers  are  expressly  prohibited  from  seeking  payment  for 
covered  services  from  a  Medical  Assistance  recipient  or  family  of  a 
Medical  Assistance  recipient. 

2.  Total  Department  payment  to  providers  shall  be  the  lower  of  the 
following: 

a.  the  Department's  fee  schedule,  or 

b.  the  provider's  customary  charge,  whichever  is  less. 

C.  Timely  Submission  of  Department  Invoices 
1.     Initial  Submission 


a.  The  Department  recommends  that  providers  submit  invoices  for 
goods  and  services  on  at  least  a  calendar- month  basis;  however, 
invoices  must  be  received  no  later  than  ninety  (90)  days  after 
the  date  the  service  was  rendered  or  the  goods  were  delivered  to 
the  recipient. 

b.  When  services  are  rendered  on  consecutive  dates  in  hospitals  and 
nursing  homes,  the  date  of  service,  as  it  pertains  to  the  ninety 
days'  billing  requirement,  shall  be  considered  as  the  last  date 
in  the  range  of  consecutive  dates  of  service. 


*  For  provider  eligibility  and  qualifications,  see  the  appropriate  section  of  the 
Medical  Care  Plan  concerning  the  service  provided  and  the  Conditions  of  Partici- 
pation relative  to  that  service. 
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2.  Resubmission 

An  invoice  for  services  initially  received  by  the  Department  within 
the  ninety  (90)  days'  billing  period  but  which  was  subsequently 
resubmitted  because  of  errors,  disallowances  or  incompletion  is 
considered  to  have  met  the  billing  requirement  if  the  corrected 
resubmission  or  claims  correction  form  is  received  by  the  Department 
no  later  than  ninety  (90)  days  from: 

a.  the  date  of  rejection  as  shown  on  the  returned  remittance  advice, or 

b.  the  date  on  the  claims  correction  form. 

3.  Bill  Submission  for  Retroactively- Approved  Medical  Assistance 

If  the  recipient  is  not  eligible  for  Medical  Assistance  on  the  date 
of  service,  but  is  subsequently  approved  and  the  approval  is  retro- 
active to  the  date  of  service,  the  bill  must  be  submittted  to  the 
Department  within  ninety  (90)  days  after  the  date  of  the  retro- active 
approval.    The  provider  must  include  a  copy  of  the  temporary 
Eligibility  Card  with  the  claim. 

A.  If  CHAMP  or  the  PSRO  holds  the  invoice  past  90  days,  the  provider 
may  submit  invoices  within  ninety  days  from  the  date  of  the  CHAMP 
or  PSRO  stamp. 


II.     BILL  SUBMISSION  FOR  PATIENTS  WITH  HEALTH  INSURANCE 

A.  If  the  recipient's  Medical  Assistance  Eligibility  Card  lists  valid  health 
insurance,  providers  must  exhaust  private  insurance  payment  before  billing 
the  Department  for  services. 

B.  It  is  the  provider's  responsibility  to  show  evidence  to  the  Department  of 
reasonable  pursuit  of  such  a  health  insurance  payment.    Evidence  may 
consist  of: 

1.  notice  of  disposition, 

2.  Explanation  of  Benefits  (EOB),  or 

3.  notice  of  rejection  of  the  claim. 

C.  The  above  documentation  must  accompany  claims  submitted  to  the  Department 
for  services  rendered  or  goods  delivered  to  any  recipient  holding  private 
health  insurance.    No  payment  will  be  made  by  the  Department  until  after 
the  health  insurance  payments  have  been  sought. 


Trans,  by  MA  Letter  136 


( 


Massachusetts  Public  Assistance  Policy  Manual   Rev.  7/76 


Chapter  VII 


MEDICAL  CARE  PLAN 


Section  A 
Part  1 
Page  3 


/J)  MINI  ST  RAT  ION 


D.    Bills  which  were  rejected  or  partially  paid  by  private  health  insurors 
must  be  submitted  on  a  Department  invoice  and  received  within  ninety 
(90)  days  of: 

La    the  notice  of  disposition, 

2.  Explanation  of  Benefits  (EOB),  or 

3,  notice  of  rejection,  whichever  is  applicable. 

Ill .    BILL  SUBMISSION  FOR  PATIENTS  WITH  MEDICARE  COVERAGE 

The  Department  has  contracted  with  Blue  Cross/Blue  Shield  to  process  claims 
for  covered  services  for  patients  who  have  both  Medicare  and  Medical 
Assistance*    Recipients  in  any  category  may  be  eligible  for  Medicare 
coverage,  and  the  recipient's  Eligibility  Card  should  be  examined  for 
notice  of  Medicare  coverage.    For  specific  instructions  concerning  billing 
for  goods  or  services  rendered  to  a  Medicare- covered  recipient,  providers 
must  consult  the  Department  billing  instructions. 

IV.    PAYMENT  FOR  OUT-OF-STATE  INSTITUTIONAL  AND  OTHER  MEDICAL  SERVICES 

A.  Institutional  Services 

1.  Payment  for  covered  services  provided  in  out-of-state  medical 
facilities  for  eligible  Massachusetts  recipients  is  made  in 
accordance  with  the  certified  public  assistance  fee  schedule  in 
that  state. 

2.  The  Department  must  obtain  current  out-of-state  rates  in  writing 
from  that  state's  welfare  department  before  bills  can  be  processed 
for  payment. 

B.  Other  Medical  Services 

1.    Payment  for  other  approved  medical  services  within  the  scope  of  the 
Department's  Medical  Assistance  program  is  made  in  accordance  with 
the  Department's  fee  schedule  or  requested  fee,  whichever  is  less. 
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2.    Questions  regarding  payment  for  out-of-state  medical  services  should 
be  referred  to  the  Department  of  Public  Welfare,  Medical  Assistance 
Division,  Room  611,  600  Washington  Street,  Boston,  MA  02111. 

V.      BILLS  REQUIRING  MEDICAL  ADVISOR  REVIEW 

A.  The  following  types  of  bills  always  require  medical  advisor  approval 
before    payment  can  be  made: 

1.  a  bill  which  contains  an  Individual  Consideration  (IC)  fee  for  a 
recompensable  service  not  listed  on  the  fee  schedule,  or 

2.  a  bill    which  is  unclear,  questionable,  unusual,  or  requiring  inter- 
pretation. 

B.  Provider  Request  for  Reconsideration  of  Payment 

1.    If  a  provider  is  dissatisfied  with  the  payment  received  or  allowed 
by  Medical  Assistance,  reconsideration  of  payment  will  be  made: 

a.  When  the  disallowance  was  applied  because  of  professional  review 
Q  for  procedures  designated  on  a  fee  schedule  as  Individual 

Consideration  items; 

b.  When  the  disallowance  was  applied  for  administrative  reasons, 
including  non- conformance  with  Medical  Assistance  program  policy. 

2«    Unless  otherwise  stated  in  policy  material  for  a  specific  service, 
the  reconsideration  procedure  to  be  followed  by  the  provider  when 
requesting  reconsideration  of  a  disallowance  as  the  result  of 
professional  review  is: 

a.  The  provider  must  submit  a   copy  of  the  remittance  advice  and  substan 
tlation  for  the  reconsideration  request  to  the  claims  processing 
center  to  which  the  invoice  was  originally  submitted. 

b.  The  claims  process  center  will  retrieve    the  original  claim  and 
documentation,  and  forward    it,  together  with  the  reconsideration 
request,  to  the  Department  of  Public  Welfare,  Medical  Division, 
Adjustment  Unit,  Room  611,  600  Washington  Street,  Boston,  MA  02111. 

c.  The  reconsideration  request  oust  be  reviewed  by  the  medical  advisor 
who  will  agree  with  the  original  disallowance  or  allow  an  adjust- 
ment. 
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d.  The  provider  will  either  accept  the  advisor's  decision  or  will 
request  a  second  review  through  the  claims  processing  center. 

e.  The  claims  processing  center  will  forward  the  provider's  second 
request  and  documentation  to  the  Medical  Division  for  another 
review. 

f.  The  Medical  Director  will  make  the  final  decision  concerning 
the  request  for  consideration. 

3.    The  general  procedure  for  obtaining  reconsideration  of  disallowances 
for  administrative  reasons  is: 

a.  The  provider  must  submit  a  copy  of  the  remittance  advice  and 
substantiation  of  the  reconsideration  request  to  the  claims 
processing  center  to  which  the  invoice  was  submitted. 

b.  The  decision  to  allow  an  adjustment  will  be  made  by  the  claims 
processing  staff  according  to  guidelines  developed  by  the  Medical 
Division.      Reconsideration  requests  addressing  disallowances  for 
non- conformance  to  policy  may  be  reviewed  by  the  Medical  Division. 
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Intent 


The  sanction  procedures  and  policies  described  in  this  section  were  developed  to 
maintain  the  integrity  of  the  Medical  Care  Plan  by  enabling  the  Department  of 
Public  Welfare  to  deal  effectively  with  provider  abuse. 

The  three  main  areas  of  provider  abuse  are:    professional  abuse,  fiscal  abuse,  and 
violations  of  rules  and  regulations  of  the  Department.    A  provider  who  over- 
utilizes  one  procedure  code  or  whose  fees  are  consistently  disallowed  may  be  sus- 
pected of  professional  abuse.    If  he  were  to  submit  two  bills  for  the  same  service 
he  may  be  suspected  of  fiscal  abuse.    Rules  and  regulations  violations  may  consist 
of  insufficient  support  for  a  bill,  failure  to  respond  in  a  proper  way  to  the 
Department's  information  request,  or  unusual  billing  patterns. 


Any  source  of  information  regarding  provider  abuse  such  as  Department  staff,  wel- 
fare clients,  or  the  professional  community,  will  be  kept  confidential.    The  in- 
formation will  be  sent  to  the  Assistant  Director  of  Medical  Assistance  for  vendor 
relations  in  central  office.    Referrals  including  those  based  on  suspicion,  will 
be  handled  discreetly  end  thoroughly  through  the  Medical  Division. 

Procedures 

After  the  initial  referral,  a  possible  case  of  abuse  will  be  processed  in  the 
following  way: 

1.  Collection  of  Information 

If  more  information  is  needed,  the  Medical  Division  will  request  the  assistance 
of  the  WSO/CSC  or  the  Medical  Claims  Control  Center.    Usually  the  basic  in- 
formation will  consist  of  a  sample  of  invoices;  however,  there  may  be  addition- 
al information,  including  abstracts  from  other  informational  sources,  that 
will  be  useful  in  determining  the  nature  and  extent  of  the  abuse. 

2.  Determining  the  Sanction 

The  Medical  Division  with  appropriate  assistance  from  legal,  professional  and 
other  sources  will  determine  the  necessity  of  imposing  a  sanction  and  the 
nature  of  that  sanction. 


Referral 
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Implementing  the  Sanction 


The  Medical  Division  will  notify  a  provider  directly  of  any  action.  If  a 
sanction  is  imposed,  the  regional  staff  will  also  be  informed.  Depending 
on  the  nature  of  the  sanction,  the  Medical  Claims  Control  Center  or  the 
WSO/CSC  may  be  requested  to  forward  bills  to  Central  Office  for  special 
handling,  return  bills  to  the  provider,  identify  batches  containing  the 
provider's  invoices,  move  patients  from  one  nursing  home  to  another,  or 
take  other  special  handling  measures. 

In  addition  to  these  functions  the  appropriate  field  staff  shall  participate 
in  two  general  aspects  of  provider  relations: 

1.  Distribution  of  Sanction  Activity  Summaries 

Periodically  the  Medical  Division  will  distribute  summaries  of  sanction 
activities  to  all  regional  staff. 

2.  Distribution  of  Surveys 

The  1972  amendments  of  the  Social  Security  Act  require  that  the  State  make 
public  findings  of  surveys  relating  to  compliance  with  statutory  conditions 
of  participation  by  hospitals,  nursing  homes,  laboratories,  home  health 
agencies,  and  other  health  organizations,  as  well  as  official  reports 
dealing  with  the  operation  of  Title  XVIII  and  XIX  programs.  These  reports 
shall  be  forwarded  to  each  WSO/CSC  in  compliance  with  the  law  where  they 
shall  be  made  available  for  public  review. 
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Chapter  118E,  Section  19  of  the  General  Laws  requires  that  the  Department  establish 
administrative  sanctions  against  providers  for  any  violation  of  the  rules,  regulations, 
standards  or  laws  governing  the  Medical  Assistance  program. 

As  used  in  this  Section  the  following  terms  and  phrases  shall,  unless  the  context 
clearly  requires  otherwise,  have  the  following  meanings: 

1.  Department  -  the  Department  of  Public  Welfare. 

2.  Commissioner  -  the  Commissioner  of  Public  Welfare. 

3.  Assistant  Commissioner  -  the  Assistant  Commissioner  for  Medical  Assistance. 

4.  Division  -  the  Division  of  Medical  Assistance 

5.  Medical  Assistance  Program  -  the  program  operated  by  the  Department  to 
provide  medical  services  and  care  to  individuals  and  to  make  paymentto 
providers  for  such  medical  services  and  care.    This  includes  all  medical 
services  purchased  by  the  Department. 

6.  Provider  -  any  institution,  agency 5  person  or  group  qualified  under  the 
laws  of  the  Commonwealth  to  perform  or  provide  the  medical  care  or 
services  enumerated  in  Chapter  118ES  Section  6  and  who  seeks  payment 
therefor  from  the  Department  under  Massachusetts  General  Laws,  Chapter 
117  or  Massachusetts  General  Laws,  Chapter  11 8E. 

7.  Statutory  Prerequisites  -  any  license,  certificate  or  other  requirement 
of  Massachusetts  law  which  a  provider  must  have  in  full  force  and  effect 
in  order  to  qualify  under  the  laws  of  the  Commonwealth  to  perform  or 
provide  the  medical  care  or  services  enumerated  in  Chapter  118E,  in- 
cluding but  not  limited  to  certificates  required  by  the  Department  of 
Public  Safety,    i censes  required  by  the  Departments  of  Public  Health 

or  Mental  Health,  and  certificates  issued  by  the  applicable  Board  of 
Registration. 


All  providers  are  subject  to  the  laws  and  rules  and  regulations  governing  the 
Medical  Assistance  program.    Following  are  examples  of  the  violations  of  these 
laws,  rules  or  regulations  which  may  result  in  the  Imposition  of  sanction. 

1.  Charges  in  excess  of  the  fee  schedule. 

2.  Charges  for  services  not  rendered. 

3.  Overutilization  of  goods  and  services. 

4.  Any  practice,  act  or  condition  which  violates  the  conditions  of 
participation  or  the  rules  and  regulations  of  the  Department. 

5.  Any  practice  or  act  which  constitutes  false  representation. 

6.  Services  not  meeting  professional  standards. 

7.  Violation  of  State  or  Federal  law. 

8.  Failure  to  have  a  statutory  prerequisite. 


Violations 
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Notice  of  Violation 

If  the  Division  has  information  that  a  provider  has  committed  a  violation,  the 
Assistant  Commissioner  may  impose  such  sanction  under  this  regulation  as  he 
considers  appropriate.    Before  imposing  a  sanction,  he  shall  mail  written 
notice  to  the  provider,  which  notice  shall  include: 

1.  A  statement  of  the  alleged  violation. 

2.  'A  statement  of  the  proposed  sanction  and  effective  date  thereof,  except, 
however,  that,  in  the  case  of  violation  under  8  above,  the  sanction 
shall  take  effect  immediately  upon  receipt  of  the  notice. 

3.  A  copy  of  this  regulation. 

Except  as  provided  herein,  no  sanction  shall  be  imposed  until  after  the  affected 
provider  has  had  an  opportunity  to  petition  the  Assistant  Commissioner: 

Any  provider  in  receipt  of  a  notice  of  proposed  sanction  may  petition  the  Assistant 
Commissioner  in  writing  not  to  impose  such  sanction.    Such  written  petition 
shall  be  filed,  within  ten  (10)  days  of  the  date  of  the  notice,  with  the  Assistant 
Commissioner  at  the  offices  of  the  Division  in  Boston. 

Said  written  petition  shall  state  the  provider's  objections  to  the  statement 
of  violation,  if  anys  or  to  whe  proposed  Sanction  or  effective  date  thereof. 
The  provider  shall  set  -orth  with  specificity  any  allegation  of  fact  or  argument 
of  law  which  he  wishes  the  assistant  Commissioner  to  take  into  consideration 
and  shall  attach  to  his  written  petition  any  cocumentary  evidence  he  wishes 
considered. 

A  conference  before  the  Assistant  Commissioner  or  his  designee  shall  be  per- 
mitted within  the  ciscre tion  of  the  Assistant  Commissioner.    If  the  provider 
wishes  to  have  a  conference  either  in  person  or  through  counsel,  he  shall  so 
request  in  his  written  petition,    The  Division  shall  notify  the  provider  in 
writing  of  the  action  of  the  Assistant  Commissioner  upon  his  written  petition 
not  less  than  fifteen  (15)  days  after  the  filing  of  such  petition  in  accordance 
with  this  regulation.    Whenever  the  Assistant  Commissioner  imposes  a  sanction, 
or  whenever  he  continues  a  sanction  already  imposed  for  violation  8  above, 
the  notice  to  the  provider  shall  set  forth  findings  of  fact  and  rulings  of  law 
in  support  of  such  action  and  the  basis  for  rejecting  any  allegation  or  argument 
presented  in  the  provider's  written  petition. 

Appeal 

Any  provider  dissatisfied  by  the  action  of  the  Assistant  Commissioner,  in  whole 
or  in  part  may  appeal  to  the  Commissioner;  provided,  that  he  files  a  claim  of 
appeal  with  the  Commissioner  not  later  than  thirty  (30)  days  after  notification 
of  such  action.    Such  claim  of  appeal  shall  set  forth  with  specificity  each 
respect  in  which  the  provider  is  dissatisfied  with  the  final  action  of  the 
Assistant  Commissioner.    The  claim  of  appeal  may  be  accompanied  by  written 
argument. 
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Notice  of  Violation 

If  the  Division  has  information  that  a  provider  has  committed  a  violation,  the 
Assistant  Commissioner  may  impose  such  sanction  under  this  regulation  as  he 
considers  appropriate.    Before  imposing  a  sanction,  he  shall  mail  written 
notice  to  the  provider,  which  notice  shall  include: 

1.  A  statement  of  the  alleged  violation. 

2.  'A  statement  of  the  proposed  sarction  and  effective  date  thereof,  except, 
however,  that,  in  the  case  of  violation  under  8  above,  the  sanction 
shall  take  effect  immediately  upon  receipt  of  the  notice. 

3.  A  copy  of  this  regulation. 

Except  as  provided  herein,  no  sanction  shall  be  imposed  until  after  the  affected 
provider  has  had  an  opportunity  to  petition  the  Assistant  Commissioner: 

Any  provider  in  receipt  of  a  notice  of  proposed  sanction  may  petition  the  Assistant 
Commissioner  in  writing  not  to  impose  such  sanction.    Such  written  petition 
shall  be  filed,  within  ten  (10)  days  of  the  date  of  the  notice,  with  the  Assistant 
Commissioner  at  the  offices  of  the  Division  in  Boston. 

Said  written  petition  shall  state  the  provider's  objections  to  the  statement 
of  violation,  if  any,  or  to  -he  proposed  Sanction  or  effective  date  thereof. 
The  provider  shall  set  v"orth  with  specificity  any  allegation  of  fact  or  argument 
of  law  which  he  wishes  the  Assistant  Commissioner  to  take  into  consideration 
and  shall  attach  to  his  written  petition  any  documentary  evidence  he  wishes 
considered. 

A  conference  before  the  Assistant  Commissioner  or  his  designee  shall  be  per- 
mitted within  the  discretion  of  the  Assistant  Commissioner.    If  the  provider 
wishes  to  have  a  conference  eith&r  in  parson  or  through  counsel,  he  shall  so 
request  in  his  written  petition,    The  Division  shall  notify  the  provider  in 
writing  of  the  action  of  th^  Assistant  Commissioner  upon  his  written  petition 
not  less  than  fifteen  (15)  days  after  the  filing  of  such  petition  in  accordance 
with  this  regulation,    whenever  the  Assistant  Commissioner  imposes  a  sanction, 
or  whenever  he  continues  a  sanction  already  imposed  for  violation  8  above, 
the  notice  to  the  provider  shall  set  forth  findings  of  fact  and  rulings  of  law 
in  support  of  such  action  and  the  basis  for  rejecting  any  allegation  or  argument 
presented  in  the  provider's  written  petition. 

Appeal 

Any  provider  dissatisfied  by  the  action  of  the  Assistant  Commissioner,  in  whole 
or  in  part  may  appeal  to  the  Commissioner;  provided,  that  he  files  a  claim  of 
appeal  with  the  Commissioner  not  later  than  thirty  (30)  days  after  notification 
of  such  action.    Such  claim  of  appeal  shall  set  forth  with  specificity  each 
respect  in  which  the  provider  is  dissatisfied  with  the  final  action  of  the 
Assistant  Commissioner.    The  claim  of  appeal  may  be  accompanied  by  written 
argument. 
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If  the  provider  wishes  to  have  the  imposition  of  the  sanction  stayed  pending 
appeal,  he  may  make  such  request  in  his  claim  of  appeal  and  shall  give  his 
reasons  why  the  Commissioner  should  grant  a  stay.    The  Commissioner  shall  grant 
a  stay  for  good  cause  shown  and  not  otherwise.    In  no  event  shall  a  stay  be 
granted  unless  the  Commissioner  is  satisfied  that  the  granting  of  a  stay  will 
not  adversely  affect  the  health  or  safety  of  any  person  receiving  assistance 
under  the  Medical  Assistance  program. 

Every  appeal  shall  be  conducted  on  the  record,  except  that,  where  there  is  a 
genuine  dispute  as  to  material  facts,  the  Commissioner  shall  afford  the  provider 
a  hearing  at  which  time  he  may  contest  each  disputed  finding  of  violation. 
Such  hearing  shall  be  before  the  Commissioner  or  his  designee  and  shall  be 
conducted  in  accordance  with  the  rules  of  evidence  and  procedure  applicable 
to  hearings  held  under  General  Laws  Chapter  30A,  sections  10  and  11. 

An  appeal  shall  be  concluded  by  a  decision  of  the  Commissioner,  which  shall 
include  a  determination  of  each  material  issue  of  fact  or  law  in  dispute.  The 
Department  shall  promptly  notify  the  affected  provider  in  writing  of  the 
Commissioner's  decision.    Where  a  stay  has  been  granted,  it  shall  terminate 
upon  notification  of  said  decision. 


Sanctions  may  include,  but  shall  not  be  limited  to,  any  one  or  more  of  the 
following: 

1.  An  order  to  make  restitution  as  a  condition  of  continued  participation 
in  the  Medical  Assistance  program. 

2.  Suspension  from  participation  in  the  Medical  Assistance  program  for  a 
period  not  to  exceed  three  (3)  years. 

Notice  of  Sanction 

The  Department  shall,  in  an  appropriate  case,  notify  the  appropriate  professional 
society,  Board  of  Registration,  Federal  or  State  agency,  or  other  law  enforce- 
ment agency  of  the  Department's  findings  and  decision. 


Sanctions 
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3.  Rate  changes  and  additions  to  Fee  Schedules  are  transmitted  only  by 
official  Department  communications. 

4.  A  notice  sent  to  providers  from  the  Rate  Setting  Commission  is  not  accept 
able  as  a  directive  to  change  the  rates  in  Department  Fee  Schedules. 

Payment  for  Medical  Services 

Bills  must  be  processed  by  the  clerical  staff  for  accuracy,  conformity  with 
the  provisions  of  the  Medical  Care  Plan  and  compliance  with  Fee  Schedules 
when  applicable.    After  this  review  the  data  is  to  be  entered  on  the  Roll  of 
Payments  (Payroll)  in  the  column  for  vendor  medical.    The  authorization  for 
payment  is  to  be  accomplished  by  a  statement  on  the  payroll  signed  by  the 
authorizing  official  as  a  group  authorization.    The  statement  must  indicate 
the  amounts  for  provider  medical  payments  that  have  been  authorized. 
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I .    PROVIDER  DISCRIMINATION  AGAINST  MEDICAL  ASSISTANCE  RECIPIENTS 
LEGAL  BASIS 

Massachusetts  General  Laws  Chapter  151B,  Section  4,  states,  "It  shall  be  an 
unlawful  practice  for  persons  furnishing. . .services. . .to  discriminate  against 
any  individual  who  is  a  recipient  of  Federal,  State  or  local  public  assistance, 
including  medical  assistance. . .solely  because  that  individual  is  such  a  recipient." 

A.  Practitioner  Responsibilities 

Providers  participating  in  the  Medical  Assistance  program  must  abide  by  this 
law.    Medical  practitioners,  therefore,  must  not: 

1.  refuse  to  accept  for  treatment  an  eligible  Medical  Assistance  recipient 
unless  that  practitioner's  practice  is  closed  to  all  new  patients,  or 

2.  specify  a  particular  treatment  setting  for  the  care  of  Medical  Assistance 
recipients,  unless  the  practitioner  would  specify  the  same  setting  for 
the  treatment  of  non-publicly  aided  patients. 

B.  Long-Term  Care  Provider  Responsibilities 
Providers  of  long-term  care,  therefore,  must  not: 

1.  refuse  to  accept  an  eligible  Medical  Assistance  recipient  if  a  bed 
is  available  at  the  level  of  care  required  by  the  patient.  (For 
the  purposes  of  this  regulation,  a  bed  reserved  for  an  eligible 
Medical  Assistance  recipient  during  a  medical  or  non-medical  absence 
approved  under  procedures  specified  in  Section  E,  Part  1  of  this  chapter 
shall  not  be  considered  an  available  bed,)or 

2.  transfer  or  discharge  a  nursing  home  resident,  against  that  resident's 
wishes,  solely  because  that  resident  has  been  determined  to  be  eligible 
for  Medical  Assistance. 

C.  Sanctions 

A  provider  who  is  found  by  the  Medical  Division  to  have  discriminated  against 
Medical  Assistance  recipients  is  liable  to  administrative  sanctions.  Such 
sanctions  could  include  the  provider's  suspension  from  participation  in  the 
Medical  Assistance  program  for  a  period  of  up  to  three  years.  Appropriate 
cases  shall  be  forwarded  to  the  Massachusetts  Commission  Against  Discrimination. 
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II.        PROHIBITION  OF  CHARGES  TO  RECIPIENTS 
LEGAL  BASIS 

Massachusetts  General  Laws  Chapter  6A,  Section  35  states,  "Any  provider  of 
health  care  services  which  receives  reimbursement  or  payment  from  any  govern- 
mental unit  for  general  health  supplies,  care,  social,  rehabilitative  and 
educational  services  and  accomodations  shall,  as  a  condition  of  the  receipt 
of  such  reimbursement  or  payment. . .accept  reimbursement  or  payment  at  the  rate 
established  by  the  (Rate  Setting)  Commission. . .as  discharging  in  full  any  and 
all  obligations  of  an  eligible  person  and  the  government  unit  to  pay,  reimburse 
or  compensate  the  provider  of  health  care  services..." 

A.    Provider  Responsibilities 


1.  charge  the  Medical  Assistance  recipient  or  his  family  for  services 
for  which  payment  is  available  under  the  Medical  Assistance  program, 

2.  charge  the  Medical  Assistance  recipient  or  his  family  for  services  for 
which  payment  is  available  under  the  Medical  Assistance  program*  with 
an  agreement  to  reimburse  the  recipient  or  family  when  the  provider 
receives  payment  from  the  Department,  or 

3.  charge  the  Medical  Assistance  recipient  or  his  family  an  amount  over 
and  above  the  amount  paid  to  the  provider  by  the  Department  of  Public 
Welfare  (including  the  designated  resource  applied  against  the  bill). 
No  advance  deposits  shall  be  required  for  admission  to  any  facility 
participating  in  the  program. 


A  provider  who  is  found  by  the  Medical  Division  to  have  charged  a  Medical 
Assistance  recipient  for  services  covered  by  the  Medical  Assistance  program 
is  liable  to  administrative  sanctions.     Such  sanctions  could  include  the 
provider's  suspension  from  participation  in  the  Medical  Assistance  program 
for  a  period  of  up  to  three  years. 


A  provider  participating  in  the  Medical  Assistance  program*  therefore,  must 
not : 


B. 


Sanctions 
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III.     RECIPIENT  AND  PROVIDER  FRAUD 

A.  The  Federal  government  requires  that  the  State  inform  providers  and  re- 
cipients of  the  contents  of  Section  1909  of  Title  XIX  of  the  Social  Security 
Act  concerning  Federal  penalties  for  fraudulent  acts  and  false  reporting. 

B.  Section  1909  of  Title  XIX  of  the  Social  Security  Act  states: 

(a.)  Whoever  

(1.)    knowingly  and  willfully  makes  or  causes  to  be  made  any  false  state- 
ment or  representation  of  a  material  fact  in  any  application  for 
any  benefit  or  payment  under  a  State  plan  approved  under  this  title, 

(2.)    at  any  time  knowingly  and  willfully  makes  or  causes  to  be  made  any 
false  statement  or  representation  of  a  material  fact  for  use  in  de- 
termining rights  to  such  benefit  or  payment, 

(3.)    having  knowledge  of  the  occurrence  of  any  event  affecting  (A)  his 
initial  or  continued  right  to  any  such  benefit  or  payment,  or  (B) 
the  initial  or  continued  right  to  any  such  benefit  or  payment  of 
any  other  individual  in  whose  behalf  he  has  applied  for  or  is 
receiving  such  benefit  or  payment,  conceals  or  fails  to  disclose 
such  event  with  an  intent  fraudulently  to  secure  such  benefit  or 
payment  either  in  a  greater  amount  or  quantity  than  is  due  or  when 
no  such  benefit  or  payment  is  authorized,  or 

(A.)     having  made  application  to  receive  any  such  benefit  or  payment  for 
the  use  and  benefit  of  another  and  having  received  it,  knowingly 
and  willfully  converts  such  benefit  or  payment  or  any  part  thereof 
to  a  use  other  than  for  the  use  and  benefit  of  such  other  person, 

shall  be  guilty  of  a  misdemeanor  and  upon  conviction  thereof  shall  be 
fined  not  more  than  $10,000  or  imprisoned  for  not  more  than  one  year, 
or  both. 

(b.  )  Whoever  furnishes  items  or  services  to  an  individual  for  which  payment 
is  or  may  be  made  in  whole  or  in  part  out  of  Federal  funds  under  a 
State  plan  approved  under  this  title  and  who  solicits,  offers,  or  re- 
ceives any  

kickback  or  bribe  in  connection  with  the  furnishing  of  such  items 
or  services  or  the  making  or  receipt  of  such  payment,  or 
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(2)  rebate  of  any  fee  or  charge  for  referring  any  such  Individual 
to  another  person  for  the  furnishing  of  such  items  or  services 

shall  be  guilty  of  a  misdemeanor  and  upon  conviction  thereof  shall  be 
fined  not  sore  than  $10,000  or  Imprisoned  for  not  sore  than  one  year, 
or  both. 

(c)    Whoever  knowingly  and  willfully  makes  or  causes  to  be  made ,  or 
induces  or  seeks  to  Induce  the  making  of,  any  false  statement  or 
representation  of  a  material  fact  with  respect  to  the  conditions  or 
operation  of  any  Institution  or  facility  in  order  that  such  institu- 
tion or  facility  may  qualify  (either  upon  Initial  certification  or 
upon  recertlfication  as  a  hospital,  skilled  nursing  facility, 
intermediate  care  facility,  or  home  health  agency  (as  those  terms 
are  employed  in  this  title)  shall  be  guilty  of  a  sdsdeamaanor  and 
upon  conviction  thereof  shall  be  fined  not  more  than  $2,000  or 
Imprisoned  for  not  more  than  6  months  or  both. 
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GENERAL  POLICIES  AND  BILLING  PROCEDURES 


1 .  Physician  of  Choice 

All  eligible  recipients  of  public  assistance  are  entitled  to  medical  care  as 
provided  in  the  Department's  Medical  Care  Plan  and  have  the  right  to  choose 
their  own  physician.     Any  physician  registered  by  the  Board  of  Registration  and 
Discipline  in  Medicine  is  eligible  to  provide  the  physician's  services  described 
in  this  Section. 

2.  Coverage 

The  regulations  and  fees  contained  in  this  Section  shall  apply  to  medical,  sur- 
gical, anesthesia,  and  x-ray  services  provided  to  patients  by  physician  provi- 
ders who  are  eligible  to  bill  for  professional  services. 

The  fees  for  services  authorized  for  payment  in  this  Section  are  full  compensa- 
tion for  patient  care,  as  well  as  for  related  administrative,  teaching  or  super- 
visory duties  in  connection  with  patient  care,  without  regard  to  where  the  care 
is  provided. 

Physician's  services  as  defined  in  this   Section  are  reimbursable  when  provided 
to  a  General  Relief  or  Medical  Assistance  recipient  in  a  physician's  office,  the 
recipient's  home,  or  a  nursing  home.     However,  physician's  services  provided  to 
a  General  Relief  recipient  in  any  other  location,  including  a  hospital  inpatient 
or  outpatient  department,  are  not  reimbursable, 

3  .    Maximum  Allowable  Fees 

The  maximum  allowable  fees  for  authorized  medical  services  shall  be  those  cited 
in  the  1974  Medicaid  Fee  Schedule  for  Physicians  as  modified  by  applicable  Rate 
Setting  Commission  regulations  or  the  physician's  usual  fee  or  charge,  whichever 
is  less. 

4 .  Successive  Services 

Successive  services  (following  each  other  without  interruption)  of  more  than 
one  physician  are  not  r ecompensable  except  for  (a)  consultation  services  on  re- 
ferral, or   (b)  on  individual  consideration  by  the  Medical  Advisor. 

5 .  Exclusions  and  Exceptions 
Reimbursement  will  not  be  made  to: 
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a  . 


Physicians  whose  contractual  arrangements  with  acute  or  chronic  care  hospitals 
or  with  medical  schools  involve  a  salary,  compensation  in  kind,   teaching,  re- 
search or  payment  from  any  other  source  that  might  result  in  dual  compensation 
for  professional,   supervisory  or  administrative  services  related  to  patient 


car  e. 


b.  Physicians  who  serve  as  attending,  visiting  or  supervising  physicians  in  a 
chronic  or  acute  hospital  except  in  the  following  circumstances:     they  are 
legally  responsible  for  the  management  of  the  patient's  care  with  respect  to 
medical,   surgical,  anesthesia,  laboratory  or  radiological  services;   they  are  phys- 
ically present  and  actively  involved  in  the  treatment  of  the  recipient.  Super- 
vising surgeons  must  be  physically  present  and  scrubbed  in  the  operating  room 
during  the  major  portion  of  the  case. 

c.  Physicians  who  serve  as  salaried  interns,  residents,   fellows,  or  house  officers. 
Exceptions  to  this  rule  are  made  when  salaried  physicians  provide  services  dur- 
ing off-duty  hours  on  premises  other  than  those  of  the  institutions  from  which 
they  draw  salary. 

d.  State  employed  physicians  or  physician  consultants  for  medical,   surgical,  anes- 
thesia, radiological  and  laboratory  services  provided  in  state  institutions. 

e.  Physicians  who  do  not  customarily  bill  private  patients  and  do  not  seek  reimburse' 
ment  from  a  third  party. 

f .  Physicians  who  provide  services  in  a  hospital  on  days  when  care  in  that  institu- 
tion was  not  certified  by  the  Commonwealth  Health  Agencies  Monitoring  Program 
(CHAMP)  or  by  the  Professional  Standards  Review  Organization  (PSRO)  as  medically 
necessary . 

6 .     Physician's  Services  Provided  Out-of-State 

When  an  eligible  recipient  is  out-of-state,  the  services  of  a  physician  may  be  reim- 
bursed under  the  following  conditions: 

a.  Recipient  is  temporarily  out  of  the  state  on  authorization  from  the  Department 
and  is  in  need  of  medical  care. 

b.  Recipients  living  in  areas  of  Massachusetts  that  border  on  other  states  who  find 
medical  care  more  readily  available  in  the  adjacent  state.     However,  physicians 
providing  services  in  another  state  must  meet  the  Conditions  of  Participation  for 
physicians  in  that  state. 

c„    A  recipient  requires  emergency  medical  care. 

d.    A  consultation  with  an  out-of-state  physician  has  been  approved  by  the  Medical 
Division  in  Central  Office. 
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8.  Definition  of  Terms 

a.  Emergency  Care  -  Emergency  care  is  provided  for  a  sudden  or  unexpected 
illness  or  injury,, 

b.  "Ba3ic  Benefit  Schedule"  -  "Basic  Benefit  Schedule",  as  used  in  this 
Section  shall  mean  the  Blue  Shield  Basic  Benefit  Schedule  published 
by  Massachusetts  Blue  Shield,  Inc.,  Boston,  Massachusetts,  effective 
February  1,  1968  including  all  published  revisions  through  January  1, 
1972,  and  as  modified  by  Regulations  71-16,  71-17 ,  71-19  of  the 
Massachusetts  Rate  Setting  Commission. 

c.  EOB  -  is  the  abbreviation  for  "Explanation  of  Benefits".    It  is  a 
form  used  by  Medicare  and  other  third  party  pay era  for  each  claim 
paid  showing  how  benefits  were  determined  and  portions  of  claims 
not  covered. 

9.  Billing 

Refer  to  Section  A  of  this  Chapter  for  general  billing  procedures. 

10.  PA  7  Form 

The  PA  7  form  (Request  for  Payments  by  Physicians)  must  be  used  by  the 
physician  providers  who  bill  on  fee  for  service  basis.    If  a  physician  does 
not  utilize  this  form  the  bill  shall  be  returned  to  him  requesting  that  it 
be  used.    No  payment  shall  be  made  to  a  physician  who  submits  a  PA  7  to  the 
WSO  without  his  signature  in  the  appropriate  space.    An  appropriately  signed 
^A  7  commits  the  physician,  under  the  penalties  of  perjury,  to  the  regula- 
tions of  the  Department  (see  section  entitled  "certification"  on  the  PA  7 
form).    No  payment  shall  be  made  if  all  the  information  requested  on  the 
form  is  not  provided  (including  procedure  [service]  code). 

If  the  physician  does  not  submit  all  the  information  required,  the  form 
(PA  7)  shall  be  returned  requesting  the  missing  data* 

11.  Guidelines  for  Processing  Physician's  Bills 


a. 


If  the  PA  7  form,  completed  correctly  and  3igned  by  the  physician 
has  a  charge  not  higher  than  the  current  fee  schedule  for  the  coded 
procedure,  payment  may  be  made  by  the  WSO  without  referral  to  the 
Regional  Medical  Unit. 


b. 


If  the  charge  on  the  PA  7  is  higher  than  the  amount  listed  in  the 
fee  schedule  for  the  coded  procedure,  payment  at  the  schedule  fee 
rate  may  be  made  without  referral  to  the  Regional  Medical  Unit. 
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c.  'With  Report  Only"  very  often  follows  the  procedure  description.  This 
does  not  mean  that  the  report  must  be  sent  to  the  Regional  Medical  Unit 
unless  it  is  also  an  "I.C."  Item.    The  report  shall  be  stapled  to  the 
bill  and  filed  in  the  WSO  for  medical  audit  purposes. 

d.  Group  providers  or  corporate  groups  may  make  arrangements  with  the 
Department  of  Public  Welfare,  Division  of  Medical  Assistance,  whereby 
the  Department  will  honor  bills  signed  by  a  representative  of  the  group 
rather  than  by  the  providing  physician.    This  simplification  does  not  in 
any  way  relieve  the  individual  physician  of  accountability  which  he  would 
have  incurred  had  he  personally  signed  the  bill.    The  designated  signatory 
person  must  indicate  on  the  bill  the  name  of  the  physician  rendering  the 
service . 

In  order  for  a  group  to  bill  on  the  above  basis,  the  following  two 
conditions  must  minimally  be  met: 

(1)  There  must  be  formal  agreements  within  the  group  which  bind  the 
individual  physician  or  other  provider  to  the  signature  of  the 
group  representative. 

(2)  There  must  be  a  signed  agreement  with  the  Department  of  Public 
Welfare,  Division  of  Medical  Assistance. 

This  form  will  state  as  follows: 

"I  ,  have  been  legally  empowered  by  the 

 Medical  Group  to  designate  the 

following  persons  as  signatories  on  behalf  of  the  Individual 
members  of  the  group.    I  hereby  state  that  the  individuals  in  the 
group  have  agreed  that  the  signature  of  the  group  signatory  is  bind- 
ing on  each  of  them;  moreover  our  internal  agreements  bind  the  in- 
dividual providers  to  this  responsibility." 

S 1 gned  

If  the  PA- 7  form  is  not  completed  correctly  it  shall  be  returned  to  the 
provider  requesting  the  necessary  Information. 
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COMMISSIONER 

I   ,  have  been  legally  empowered  by  the 

 Medical  Group  to  designate  the 

following  persons  as  signatories  on  behalf  of  the  individual  members  of 
the  group.    I  hereby  state  that  the  individuals  in  the  group  have  agreed 
that  the  signature  of  the  group  signatory  is  binding  on  each  of  them; 
moreover  our  internal  agreements  bind  the  individual  providers  to  this 
responsibility. 

Signed  

Date  

Signatories 
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PHYSICIAN'S  VISITS 


The  allowable  fees  for  physician1 8  visits  in  office  and  home  are  now  found 
in  the  Basic  Benefit  Schedule  on  pages  177  through  195.     The  conditions  in 
Section  B,  Part  2  in  reference  to  these  fees,  as  well  as  those  described  in 
the  Basic  Benefit  Schedule  mu.~t  he  met  if  the  treating  physician  is  to  be 
eligible  for  payment. 

1.  Hospital  Out -patient  Visits 

Fees  for  service  do  not  apply  in  situations  where  a  hospital  submits  an 
all-inclusive  outpatient  visit  charge.     In  a  hospital  outpatient  or  emer- 
gency room  setting,  when  a  physician  is  permitted  to  bill  for  services  and 
the  hospital  also  bills  for  an  overhead  service  charge,  the  maximum  visit 
fees  listed  shall  be  reduced  by  cne-half  (1/2),  [except  where  an  emergency 
service  is  provided  during  tha  hours  of  8  p.m.  to  7  a.m.,  in  which  case 
the  reduction  shall  not  applv.]     This  paragraph  does  not  apply  to  surgical 
or  diagnostic  procedures. 

2.  Home  or  Nursing  Home  Visits 

Home  or  nursing  home  visits  shall  apply  to  visits  by  a  physician  to  a 
patient's  residence,  nursing  home,  extended  care  facility,  convalescent  or 
chronic  hospital,  or  rest  home. 

Routine  visits  to  patients  (regardless  of  the  diagnosis)  shall  be  limited 
to  one  visit  per  month,  unless  medical  justification  is  submitted  to  verify 
the  need  for  additional  visits,    Multiple  monthly  visits  on  a  chronic  basis 
require  written  approval  from  the  Regional  Medical  Unit. 

3.  Hospital  Inpatient  Visits 

Hospital  inpatient  visit  fees  apply  to  visits  to  hospitalized  patients.  How- 
ever no  payment  is  made  for  routine  preoperative  and  postoperative  care. 
For  care  rendered  to  patients  who  have  undergone,  or  who  are  expected  to 
undergo  surgery,  medical  visits  may  be  paid  only  under  exceptional  circum- 
stances and  only  with  report  and  approval  by  the  Regional  Medical  Unit. 

4.  Consultations 

A  consultant  is  a  registered  physician  who  limits  his  practice  to  the 
specialty  involved,  is  recognized  as  a  specialist  in  his  community  and  meets 
such  other  conditions  of  participation  as  have  been,  or  may  be  adopted  by 
the  Department. 

A  consultation  includes  those  services  rendered  by  a  physician  whose  written 
opinion  or  advice  is  requested  by  another  physician  or  agency  in  the  evalua- 
tion and/or  treatment  of  a  patient's  illness.    When  the  consultant  physician 
assumes  the  continuing  care  of  the  patient,  any  subsequent  service (s) 
rendered  by  him  are  no  longer  considered  as  a  consultation. 
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A  referral  is  considered  to  be  the  transfer  of  the  total  or  specific  care  of  a 
patient  from  one  physician  to  another.  A  referral  is  not  a  consultation.  For 
referral  fees,  the  physician  visit  fees  apply. 

5.  Drugs,  Supplies,  Immunizations,  Therapeutic  Injections,  and  Laboratory 
Specimen  Collections 

There  shall  be  no  supplemental  billing,  nor  payment  to  physicians  for  drugs, 
medicines,  supplies,  immunizations,  injections,  and  related  materials  dis- 
pensed to  patients.     In  unusual  circumstances,  upon  submission  of  a  brief 
explanation,  individual  consideration  will  be  given  by  the  Regional  Medical 
Unit.     In  such  an  event,  payment  shall  be  in  accordance  with  rates  which  are 
the  subject  matter  of  other  regulations  that  may  be  in  effect  (e.g.,  labora- 
tory, pharmacy,  medical  supplies,  etc.)  not  to  exceed  the  cost  of  the  item 
to  the  physician. 

Injectionable  materials  should  not  be  paid  for  when  distributed  free  of 
charge  by  the  Department  of  Public  Health. 

For  immunizations  and  injections  performed  as  an  independent  procedure  see 
Basic  Benefit  Schedule  9120.    For  allergy  testing  see  Basic  Benefit  Schedule 
pages  190  and  191. 

No  payment  shall  be  allowed  for  routine  specimen  collection  and  preparation 
for  clinical  laboratory  analysis  (and  activities  related  thereto)  e.g.,  veni- 
punctures, urine,  fecal  and  sputum  samples,  culturing,  swabbing  and  scraping 
for  removal  of  tissue. 

6.  Allowable  Payments  for  Use  of  Vitamin  B  12 


a.  Documented  cases  of  pernicious  anemia  may  have  authorization  for  Vitamin 
B  12,  1000  meg.  by  injection  once  a  month  after  approval  by  the  Regional 
Medical  Unit. 

b.  All  other  chronic  use  of  B  12  shall  require  individual  consideration 
and  data  furnishing  the  positive  physical  and  laboratory  findings 
supporting  the  diagnosis  must  be  submitted  to  the  Regional  Medical  Unit. 

c.  Patients  on  supportive  continuing  use  of  B  12  must  have  periodic  (3 
months)  re-examination  and  the  value  of  B  12  effectiveness  must  be 
demonstrable  by  improvement  in  the  supporting  physical  and  laboratory 
findings.    Such  findings  must  be  submitted  to  the  Regional  Medical 
Unit  for  authorization  of  continued  B  12  usage. 


7.  Electrolysis 

Bills  requesting  payment  for  Electrolysis  must  be  forwarded  to  the  Regional 
Medical  Unit  for  individual  consideration. 
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MEDICAL  SERVICES 

The  maximum  allowable  fees  for  medical  services  will  be  those  in  the  Basic 
Benefit  Schedule  as  modified  by  the  Department  in  accordance  with  regulations 
of  the  Rate  Setting  Commission.     (Regs.  71-16,71-17,  71-19) 

The  conditions  in  this  Section  with  reference  to  fees  for  medical  services, 
as  well  as  those  described  in  the  Basic  Benefit  Schedule,  must  be  met  if  the 
treating  physician  is  to  be  r^iiobursed. 

1.  Eye 

The  fees  for  procedures  listed  under  the  title  "Eye"  in  the  Basic  Benefit 
Schedule  do  not  include  reimbursement  for  ophthalmic  materials  (frames, 
lenses  and  the  like)  or  ophthalmic  dispensing  fees  (See  Section  I,  "VISION 
CARE  SERVICES  AND  OPHTHALMIC  I1ATERIALS"  of  the  Medical  Care  Plan.) 

2.  Pulmonary,  Cardiovascular  and  other  Vascular  Laboratory  Studies 

Fees  listed  for  Pulmonary,  Cardiovascular  and  other  vascular  studies  include 
laboratory  procedure (s)  and  interpretation  as  well  as  physician's  services 
(except  surgical  and  synesthesia  services  which  are  referred  to  elsewhere  in 
this  Section),  unless  otherwise  seated. 

3.  Unlisted  Procedures 

Fees  for  medical  procedures  not  listed  in  the  Basic  Benefit  Schedule  shall  be 
designated  as  "Individual  Considerations" . 

SURGICAL  AND  OBSTETRICAL  SERVICES 

The  maximum  allowable  fees  for  surgical  and  obstetrical  services  are  listed  in 
the  Basic  Benefit  Schedule  (See  Section  B9  Part  1  for  definition).     The  primary 
physician  shall  use  prefix  01  followed  by  four  digit  procedure  code.    The  assist- 
ing physician,  if  any,  shall  use  prefix  21  plus  procedure  code. 

The  conditions  written  below  for  surgical  and  obstetrical  services  as  well  as 
those  described  in  the  Easic  Benefit  Schedule  must  be  met  if  the  treating 
physician  is  to  be  reimbursed. 

1.  Payment  for  Assisting  Services 

Payment  for  surgical  assisting  services  shall  be  fifteen  (15)  percent  of  the 
surgical  fee  rounded  off  to  the  nearest  dollar  with  a  minimum  payment  of 
$20.00. 
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Surgical  assisting  fees  shall  apply  only  to  procedures  commanding  a  surgical 
fee  of  $75.00  or  more.     Surgical  assisting  fees  shall  not  be  deducted  from 
schedule  fees  payable  to  the  surgeon. 


All  scheduled  fees  are  maximum  amounts  and  apply  primarily  to  services 
rendered  for  a  registered  bed  patient  in  a  licensed  hospital.     The  follow- 
ing principles  shall  govern  payment  for  surgical  and  related  services: 

a.  In  the  case  of  a  registered  bed  patient  in  a  licensed  hospital,  the 
maximum  allowable  fees  for  surgical  services  include  routine  pre- 
operative diagnosis,  treatment,  or  both,  and  routine  postoperative 
treatment  during  the  period  of  hospitalization.     Fees  for  extended 
postoperative  treatment  due  to  unusual  circumstances  and  extended 
preoperative  care  will  be  given  individual  consideration  (with 
complete  hospital  and  operative  reports)  and  must  be  sent  to  the 
Regional  Medical  Unit  for  review. 

b.  When  a  patient  is  not  a  registered  bed  patient  in  a  licensed  hospital, 
the  maximum  allowable  fees  for  surgical  services  include  subsequent 
removal  of  sutures,  changes  of  casts  and  dressings  and  the  final  re- 
moval of  casts.     In  this  connection,  a  physician  who  performs  a 
definitive  surgical  procedure  but  not  the  after-care  should  indicate 
on  the  PA  7. the  name  of  the  physician  providing  after-care. 

c.  When  a  physician  bills  separately  for  after-care,  the  surgeon's 
payment  should  reflect  a    15    percent  reduction  out  of  his  maximum 
allowable  fee  rounded  off  to  the  nearest  dollar. 

d.  When  a  physician  renders  after  care  only  and  bills  separately,  pay- 
ment shall  be  according  to  the  applicable  office,  hospital  or  home 
visit  fee. 

e.  Obstetrical  fees  are  intended  to  include  only  the  procedure (s)  per- 
formed and  care  given  to  the  patient  who  is  hospitalized.  Extended 
obstetrical  postoperative  treatment  due  to  unusual  circumstances 
shall  be  given  individual  consideration  on  request. 

f .  Outpatient  preoperative  and  postoperative  obstetrical  care  may  be 
billed  at  the  applicable  medical  visit  fee  in  accordance  with  Part 
2  of  this  Section. 

3.  Unlisted  Procedures 

Fees  for  surgical  and  obstetrical  services  not  listed  in  the  Basic  Benefit 
Schedule  shall  be  designated  as  "Individual  Consideration". 


2.  Preoperative  and  Postoperative  Care 
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X-RAYS 


The  allowable  fees  for  x-ray  services  are  the  fees  listed  in  the  Blue  Shield 
Basic  Benefit  Schedule  (See  Section  B,  Part  1  for  explanation). 


Regulations  in  this  Section  sn^  the  fees  listed  in  the  Blue  Shield  Basic 
Benefit  Schedule  shall  apply  to  services  given  to  patients  by  eligible 
physicians  and  dentists. 

The  fees  listed  in  the  Basic  Benefit  Schedule  are  full  compensation  for 
patient  care  as  well  as  any  related  administrative  or  supervisory  duties  in 
connection  with  patient  care,  without  regard  to  where  the  care  is  provided. 

2.  Exclusions  and  Exceptions 

See  "Exclusions  and  Exceptions"  in  Section  B,  Part  1.  These  regulations  also 
apply  to  providers  of  radiological  services. 

3.  Separate  Billing,  Consultations 

Physician  or  dentist  providers  who  bill  separately  for  the  professional  com- 
ponent of  radiological  services  (interpretation)  or  who  upon  referral,  render 
a  radiological  consultation  shall  be  paid  the  lower  of: 


a.  The  professional  or  radiological  consultation  fee  usually  charged 
patients  other  than  recipients. 

b.  The  physician's  or  dentist's  actual  charge  submitted. 

c.  Forty  (40)  percent,  in  the  case  of  diagnostic  radiological  services, 
and  fifty  (50)  percent,  in  the  cane  cf  therapeutic  radiological 
services,  of  the  allowable  fees  rounded  off  to  the  nearest  dollar. 


1. 


Coverage 


Trans,  by  MA  Letter  62A 


 Massachusetts  Public  Assistance  Policy  Manual  Eff.  7/1/72 

Chapter  VII  MEDICAL  CARE  PLAN  Section  B 

PHYSICIAN'S  SERVICES  Part  2 

FEE  SCHEDULE  Page  6 


ANESTHESIA  SERVICES 

Payments  for  anesthesia  services  shall  be  based  upon  the  unit  system. 
The  schedule  for  surgical  services  (Part  2  of  this  Section)  includes 
basic  anesthesia  units  for  the  respective  surgical  procedures.  These 
units  constitute  the  basic  payment  of  the  anesthetist.    To  these  basic 
units  should  be  added  one  additional  unit  for  each  quarter  hour  of 
time  or  major  fraction  thereof  spent  in  the  actual  administration  of 
the  anesthetic  agent.     The  maximum  unit  value  to  be  used  is  $4.00. 
Minimum  payments  are  as  follows: 


Procedure  Code  Allowable  Fees : 

20-9998  For  anesthesia  rendered  in  the  home  or  office  $10.00 

20-9999  For  anesthesia  rendered  in  the  outpatient  or  emergency 

department  of  a  hospital  $15.00 

20+proc.code      For  anesthesia  rendered  in  the  hospital  $20.00 


The  period  of  anesthesia  for  which  payments  will  be  provided  shall 
begin  at  the  moment  that  the  actual  administration  of  the  anesthetic 
agent  is  begun  and  shall  end  when  the  anesthetic  procedure  terminates 
in  the  operating  room  or  delivery  room.    The  time  at  which  anesthesia 
services  begin  and  end  must  be  listed  on  the  billing  form  (PA7). 

Upon  submission  of  a  suitable  bill  by  a  physician  the  rates  of  payment 
above  shall  apply  to  anesthesia  services  rendered  by  a  nurse-anesthe- 
tist only  if  the  following  conditions  exist: 

1.  The  nurse-anesthetist  is  a  full-time  employee  of  the  physician 
and  is  not  a  salaried  employee  of  the  hospital; 

2.  The  nurse-anesthetist  performs  the  services  under  ohe  direct, 
personal  and  continuous  supervision  of  the  physician  who  must 
be  physically  in  the  operating  suite  and  is  responsible  for 
no  more  than  two  operating  rooms. 

When  billing  for  anesthesia  services,  the  anesthetist  shall  use  the 
prefix  20  followed  by  the  procedure  code  in  the  Basic  Benefit  Schedule. 
To  the  basic  unit  he  shall  add  additional  units  in  accordance  with 
formula  in  paragraph  one. 
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CERTIFICATION  LIST 

The  hospitals  listed  below  are 

required  to  have  all  in-patient 

bills  certified 

by  an  authorized  CHAMP  coordinator. 

HOSPITAL 

T  OfATTON 

EFFECTIVE  DATE 

Athol 

ALUU1 

3/11/74 

Berkshire 

rlttStielu 

12/17/73 

Beth  Israel 

Bos  ton 

10/15/73 

Bon  Secour 

netnuen 

3/13/74 

Boston  City 

dos ton 

11/05/73 

Boston  Hospital  for  Women 

Bos  ton 

12/17/73 

Brigham,  Peter  B. 

Bos  ton 

10/15/73 

Brockton 

urocKton 

11/26/73 

Burbank 

r ltcnburg 

1/14/74 

Cambridge 

Cambridge 

12/17/73 

Cape  Cod 

Hyannis 

3/13/74 

Cardinal  Cushing 

Brockton 

1/14/74 

Carney 

Boston 

12/17/73 

Children's  Medical 

Boston 

10/15/73 

Clinton 

Clinton 

1/14/74 

Cooley  Dickinson 

Northampton 

1/14/74 

Doctors  of  Boston 

Boston 

3/13/74 

Doctors  of  Worcester 

Worcester 

11/19/73 

Fairlawn 

Worcester 

12/05/73 

Fairview 

Great  Barrington 

1/14/74 

Falmouth 

Falmouth 

3/13/74 

Faulkner 

Jamaica  Plain 

3/13/74 

Framingham  Union 

Framingham 

3/13/74 

Goddard  Memorial 

Stoughton 

1/14/74 

Harley  Private 

Dorchester 

2/19/74 

Harrington  Memorial 

Southbridge 

1/14/74 

Haverhill  Municipal 

Haverhill 

3/13/74 

Henry  Heywood  Memorial 

Gardner 

1/14/74 

Hillcrest 

Pittsf ield 

12/17/73 

Holyoke 

Holyoke 

12/17/73 

Hubbard  Regional 

Webster 

1/14/74 

Jordan 

Plymouth 

3/13/74 

Joseph  P.  Kennedy  Jr.  Memorial 

Brighton 

3/13/74 

Lawrence  General 

Lawrence 

3/13/74 

Leominster 

Leominster 

1/14/74 

Lowell  General 

Lowell 

12/19/73 

Lynn 

Lynn 

12/17/73 

Maiden 

Maiden 

3/11/74 

Marlboro 

Marlboro 

3/13/74 

Mary  Lane 

Ware 

1/14/74 

Mass  Eye  &  Ear 

Boston 

1/14/74 

Massachusetts  General 

Boston 

11/05/73 

Melrose-Wakefield 

Melrose 

3/11/74 

Trans,  by  MA  Letter  89 


Massachusetts  Public  Assistance  Policy  Manual  Rev.  3/74 

MEDICAL  CARE  PLAN  Section  C 


■halter  VII 

Part  3 

UTILIZATION  REVIEW 

Paee  2 

CHAMP  CERTIFICATION  LIST  (cont.) 

HOSPITAL 

LOCATION 

EFFECTIVE  DATE 

Memorial 

Worcester 

11/19/73 

Mercy 

Springfield 

11/05/73 

Milton 

Milton 

2/19/74 

Leonard  Morse 

Natick 

3/13/74 

Morton 

Taunton 

2/19/74 

Mount  Auburn 

Cambridge 

12/17/73 

New  England  Baptist 

Boston 

3/13/74 

New  England  Deaconess 

Boston 

3/13/74 

New  England  Medical  Center 

Boston 

10/15/73 

New  England  Memorial 

Stoneham 

3/11/74 

North  Shore  Children's 

Salem 

1/14/74 

Norwood 

Norwood 

3/13/74 

Providence 

Holyoke 

12/17/73 

Quincy  City 

Quincy 

11/19/73 

St .  Anne 1 s 

Fall  River 

12/03/73 

St.  Elizabeth's 

Br  iehton 

3/13/74 

St.  John's 

Lowel 1 

12/19/73 

St .  Joseoh ' s 

Lowell 

12/19/73 

St.  Luke's 

Middleboro 

3/13/74 

St.  Luke's 

New  Bedford 

11/26/73 

St.  Margaret's 

Dorchester 

1/14/74 

St.  Vincent 

Worcester 

11/19/73 

Salem 

Salem 

1/14/74 

Sancta  Maria 

Cambri Hpp 

vj din u  i  iuiic 

1/14/74 

South  Shore 

S.  Weymouth 

1/14/74 

Springfield 

Springfield 

11/05/73 

Sturdy  Memorial 

Attleboro 

2/19/74 

Tobey 

Wareham 

3/13/74 

Truesdale 

Fall  River 

1/14/74 

Union 

Fal 1  River 

11/26/73 

Union 

T.vnn 

12/17/73 

Union 

New  Bedford 

1/14/74 

T]ni  vp        t"  v 

Rr»  q  t"ftTi 

JJU O  LOL1 

12/17/73 

Wesson  Memorial 

Springfield 

11/05/73 

We  s  s  on  Women ' s 

Springfield 

1/14/74 

Winchester 

Winchester 

3/11/74 

Wing  Memorial 

Palmer 

1/14/74 

Worcester  City 

Worcester 

12/03/73 

Worcester  Hahnemann 

Worcester 

11/19/73 
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12. 
13. 
14. 
15. 
16. 

17. 
18. 

19. 

20. 
21. 


All  surgical  fees  include  the  initial  application  of  a  cast,  traction  device 
or  similar  appliance. 

A  hernia  repair  with  fascial  graft  commands  an  additional  fee  of  $15.00 
unilateral  and  $25.00  bilateral. 

A  diagnostic  or  therapeutic  nerve  block  with  alcohol  commands  an  additional 
allowance  of  $15.00. 

The  total  payment  for  diagnostic  and  therapeutic  nerve  blocks,  with  or  with- 
out alcohol,  shall  not  exceed  $125.00. 

With  Report  Only  means  that  a  physician's  bill  is  to  be  accompanied  by  a 
report  with  diagnoses,  pertinent  history,'  description  of  the  service  (s) 
performed  or  operative  report,  the  length  of  time  spent  with  the  patient 
and  pertinent  findings. 

N.A.  means  Not  Applicable 

Those  procedures  marked  with  an  asterisk  (*)  require  a  report  and  approval 
by  the  Regional  Medical  Advisor  before  payment  can  be  made. 

Those  procedures  followed  by  2  asterisks  (**)  require  that  the  physician 
attach  a  report  to  his  bill.     See  item  16  for  definition  of  what  should  be 
included  in  report. 

Payments  for  services  or  procedures  not  listed  in  the  Basic  Benefit  Schedule 
will  be  determined  by  the  Regional  Medical  Advisor. 

Billing  to  the  Department  requires  a  6  digit  code;  therefore  all  Blue  Shield 
procedure  codes  must  be  proceeded  by  a  2  digit  service  code  as  follows: 


Description 


Code 


Medical 

Surgical 

X-ray 

Anesthesia 

Surgical  Assistant 


01 
01 
01 
20 
21 
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22.  When  the  physician  provider  believes  that  circumstances  warrant  special 
consideration  and  review  by  the  Department' s  medical  advisors,  he  should 
enclose  a  written  request  to  this  effect  accompanied  by  pertinent  documents 
and  a  PA-7.     This  request  will  be  forwarded  to  the  Regional  Medical  Unit 
for  review  by  the  Regional  Medical  Advisor. 

23.  The  Regional  Medical  Advisor's  opinion  may  be  subsequently  appealed  by 
physician  providers,  if  desired,  ^>y  r^mhrd trinp  in  writing  with  docu- 
mentation to  the  Welfare  Service  Office  accompanied  by  a  written  request 
for  review  by  Central  Office.     This  request  will  be  forwarded  through  the 
Welfare  Service  Office  and  the  Regional  Medical  Unit  to  Central  Office  where 
it  will  be  reviewed  by  appropriate  medical  advisors  and  consultants.  Such 
decision  shall  be  final. 


» 
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PHYSICIAN'S  SERVICES 


MEDICAL  RECORDS 


I.  INTRODUCTION 

Reimbursement  for  all  procedures  and  services  listed  in  the  Medicaid  Fee 
Schedule  for  Physicians  and  Dentists  includes  preparation  of  the  patient's 
medical  record.      The  medical  record  shall  represent  the  verification  of 
the  nature,  extent,  quality,  and  necessity  of  care  rendered  to  Medical 
Assistance  recipients.    All  services  billed  to  the  Department  must  be  sub- 
stantiated by  clear  evidence  in  the  patient's  medical  record  that  the 
services  were  performed.    An  entry  may  be  in  the  form  of  reports  of  an 
examination,  description  of  treatment,  or  findings  of  diagnostic  tests. 

II.  MEDICAL  RECORDS  REQUIREMENTS 

A.    Office,  Home,  Nursing  Home,  Hospital  Outpatient  and  Emergency  Room  Services 


The  medical  records  corresponding  to  office,  home,  nursing  home,  hospital 
outpatient,  and  emergency  room  services  billed  to  the  Department  must  in- 
clude data  which  forms  the  basis  of  the  diagnostic  impression  or  statement 
of  the  patient's  problem,  and  must  be  sufficient  to  justify  any  further 
diagnostic  procedures,  treatments,  and  recommendations  for  return  visits 
of  referrals. 

The  medical  records  corresponding  to  office,  home,  nursing  home,  hospital 
outpatient,  and  emergency  room  services  billed  to  the  Department  must  in- 
clude, but  shall  not  be  limited  to: 

1.  date  of  each  service 

2.  patient's  name  and  date  of  birth 

3.  name  and  title  of  person  performing  the  service  if  it  is  other  than  the 
billing  physician 

4.  medical  history 

5.  pertinent  findings  on  examination 

6.  medications  administered  or  prescribed,  when  applicable 

7.  description  of  treatment,  when  applicable 

8.  recommendations  for  additional  treatments  or  consultations 

9.  medical  goods  or  supplies  dispensed  or  prescribed  (if  any) 
10.  tests  and  results 
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Data  collected  during  previous  visits  with  the  patient  (e.g.,  identifying 
data,  chief  complaint,  history)  does  not  have  to  be  repeated  in  the  medical 
record  for  subsequent  visits  as  long  as  the  total  medical  record  reflects 
continuity  of  care. 

B.  Hospital  Inpatient  Visit  Services 

For  payment  purposes  there  must  be  an  entry  in  the  hospital  medical  record 
corresponding  to  and  substantiating  each  hospital  visit  service  billed  to 
the  Department. 

The  medical  record  of  each  Medical  Assistance  recipient  seen  in  an  inpa- 
tient hospital  setting  must  conform  to  the  current  Rules  and  Regulations 
for  Hospitals  in  Massachusetts  issued  by  the  Department  of  Public  Health. 
The  completion  of  the  medical  records  documenting  inpatient  hospital 
visits  shall  be  the  responsibility  of  the  physician  billing  the  Department 
for  those  visits. 

The  physician  billing  the  Department  for  an  initial  hospital  visit 
(code  9071)  must  sign  the  entry  in  the  hospital  medical  record  which 
documents  the  findings  of  the  comprehensive  history  and  physical  ex- 
amination. 

III.  DETERMINATION  OF  COMPLIANCE  WITH  MEDICAL  RECORD  REQUIREMENTS 

Compliance  of  the  physician  with  specified  requirements  will  be  determined 
by  a  peer  review  group  designated  by  the  Assistant  Commissioner  for  Medical 
Assistance. 

If  the  designated  peer  review  group  determines  that  a  medical  record  does 
not  provide  substantiation  that  specified  requirements  were  met,  the  De- 
partment shall  disallow  reimbursement  for  the  billed  service (s)  corresponding 
to  that  record. 

A  significant  pattern  of  failure  by  a  physician  to  meet  the  above  specified 
requirements  for  medical  records  may  result  in  administrative  action  to  ter- 
minate that  physician's  participation  in  the  Medical  Assistance  program. 

IV.  DISCLOSURE  REQUIREMENT 

The  physician  must  furnish  to  the  Department  upon  request  the  medical  records, 
or  copies  thereof,  corresponding  to  and  substantiating  services  billed  by 
that  physician. 
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ISSUANCE  OF  GUIDELINES 


The  Department,  as  the  state  agency  responsible  for 
administration  of  the  Medical  Assistance  program  under 
Title  XIX  of  the  Social  Security  Act,  is  required  by 
federal  regulations  to  establish  and  implement  a  statewide 
utilization  control  program  to  safeguard  against  unneces- 
sary and/or  inappropriate  utilization  and  excess  payments. 
An  important  element  in  the  program  is  the  guidelines  issued 
periodically  by  the  Department,  which  are  developed  by 
panels  of  medical  professionals  from  outside  the  Department. 
The  guidelines  reflect  currently  acceptable  medical  prac- 
tice of  the  highest  quality,  and  must  normally  be  followed 
by  providers  participating  in  the  Medical  Assistance 
program.     The  Department  recognizes,  however,  that  no  set 
of  guidelines  will  be  appropriate  to  every  case.  Accord- 
ingly, no  administrative  action  will  be  taken  against  a 
physician  on  the  basis  of  these  guidelines  until  the 
provider  has  been  afforded  an  opportunity  to  justify  his 
departures  from  the  guidelines  to  a  review  committee  of 
his  peers. 

The  peer  review  process  will  operate  as  follows:     In  general, 
isolated  deviations  from  guidelines  will  not  prompt  any 
action  by  the  Department;  rather,  the  Department  will  focus 
on  patterns  of  practice.     Cases  of  repeated  or  serious 
deviations  from  the  guidelines  which  remain  unresolved 
after  correspondence  with  the  physician  will  be  submitted 
to  peer  review.     Peer  review  will  be  conducted  by  physicians 
under  contract  with  the  Department.     After  the  Department 
and  the  provider  have  had  an  opportunity  to  present  oral 
and  written  evidence,  the  reviewing  physicians  will  render  a 
recommendation  to  the  Department.     If  the  recommendation  is 
favorable  to  the  physician,  the  Department  will  not  pursue 
the  matter  further.     If  the  recommendation  is  adverse,  the 
Department  may  take  administrative  action. 
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I.     PERIPHERAL  VASCULAR  DRUGS 
A.  Introduction 

An  expert  physician  committee  has  advised  the  Department  that  the  following 
peripheral  vascular  drugs  are  of  unproven  effectiveness,  although  they  are 
frequently  prescribed  on  a  long-term  basis  for  elderly  patients  with  per- 
ipheral arteriosclerotic  ischemia  or  problems  of  senility  (e.g.,  dizziness, 
forgetfulness,  and  hostility) : 


1. 

Arlidin  (nylidrin) , 

2. 

Cyclospasmol  (cyclandelate) , 

3. 

Dibenzyline  (phenoxybenzamine) , 

4. 

Ethaquin  (ethaverine  HC1) , 

5. 

Hydergine  (hydrogenated  ergot  alkyloids) , 

6. 

Ilidar  (azapentine) , 

7. 

Niacin  fa  250  mg.   (Nicobid,  etc.), 

8. 

Papaverine  HC1  (Pavabid,  Cerespan,  Vasospan,  etc.), 

9. 

Priscoline  (tolazoline) , 

10. 

Roniacol  (nicotinyl  alcohol) ,  and 

11. 

Vasodilan  (isoxsuprine) . 

B .  Limitations 

1 .     Problems  of  Senility 

Initiating  treatment  with  these  drugs  for  problems  of  senility  will  be 
deemed  an  unacceptable  practice  under  the  Medical  Assistance  program. 

However,  some  patients  may  have  become  dependent  on  one  of  the  listed 
drugs  through  long-term  usage.     A  physician  is  urged  to  discontinue 
treatment  with  these  drugs  whenever  possible;  however,  continued  treat- 
ment is  permitted  when  a  physician  is  convinced  that  the  patient  has 
become  dependent  on  the  drug.     In  order  to  qualify  as  permissible 
treatment  for  chronic  use,  the  treatment  must  have  been  initiated 
before  the  date  of  this  guideline  issuance. 

^ •     Early-onset  Atherosclerosis 

When  a  patient  younger  than  40  years  of  age  develops  atherosclerosis, 
treatment  with  certain  peripheral  vascular  drugs  may  be  of  benefit. 
A  trial  treatment  period  of  two  weeks  is  suggested. 
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3.  Vasospastic  Disorders 

A  patient  with  the  disorders  of  acrocyanosis,  livedo  reticularis,  or 
Raynaud's  Syndrome  often  requires  no  treatment.    When  treatment  is 
required,  some  patients  may  benefit  from  treatment  with  specific 
peripheral  vascular  drugs,  because  first-line  drugs  either  are  inef- 
fective or  could  interact  with  drugs  prescribed  for  other  disorders. 
Therefore,  use  of  peripheral  vascular  drugs  for  treatment  of  vasospas- 
tic disorders  is  permitted.     The  need  for  this  use  should  be  substan- 
tiated in  the  patient's  medical  record. 

4.  Radiology 

Use  of  selected  peripheral  vascular  drugs  to  obtain  better  resolution 
of  the  circulatory  pathways  in  X-ray  studies  is  permitted. 

5.  Other  Disorders 

For  patients  with  such  unusual  disorders  as  ergot  intoxication  or 
trenchfoot,  a  trial  treatment  with  peripheral  vascular  drugs  ,  limited 
to  two  weeks,  is  permissible. 
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I.     STANDARDS  FOR  RECIPIENT  ELIGIBILITY  FOR  HOSPITAL  CARE 

A.  Medical  Assistance  Recipients 

Hospital  services  are  reimbursable  for  all  Massachusetts  Medical 
Assistance  recipients  (those  recipients  bearing  Medicaid  Eligibility 
Cards  with  categories  00,  01,  02,  03,  05,  06,  07,  or  08). 

B.  General  Relief  Medical  Assistance  Recipients 

Hospitals  providing  inpatient,  outpatient,  or  emergency  room  services 
to  recipients  of  General  Relief  (category  04)  will  not  be  reimbursed 
except  for  those  "life-sustaining  drugs"  listed  in  the  Department's 
pharmacy  regulations. 

II.     CRITERIA  FOR  ELIGIBILITY  AND  PARTICIPATION  IN  THE  MEDICAL  ASSISTANCE 
PROGRAM 

A.  Prior  to  applying  for  participation  in  the  Medical  Assistance  Program, 
a  Massachusetts  hospital  must  meet  the  following  criteria: 

1.  be  licensed  as  an  acute  care  hospital  by  the  Department  of  Public 
Health; 

2.  be  approved  as  a  Medicare  provider,  have  a  Medicare  number,  and 
participate  in  the  Medicare  program;  and 

3.  have  per  diem  rates  established  by  the  Massachusetts  Rate  Setting 
Commission. 

B.  Having  met  the  above  criteria,  a  hospital  may  apply  for  participation 
in  the  Medical  Assistance  Program.     If  the  application  is  approved  by 
the  Department,  a  unique  provider  number  will  be  assigned  to  the 
hospital.     An  applicant  must  sign  a  provider  agreement  prior  to  par- 
ticipation in  the  Medical  Assistance  Program.     An  effective  date  will 
be  set  which  will  represent  the  first  date  of  service  for  which  a 
hospital  may  bill. 

C.  Any  hospital  participating  in  the  Medical  Assistance  Program  which 
does  not  meet  the  criteria  in  item  II. A  will  be  terminated  from  the 
Program. 

III.     REIMBURSABLE  DAYS 

A.     Billing  shall  commence  on  the  day  of  admission  regardless  of  the 

admitting  hour.  The  day  during  which  the  recipient  leaves  the  hospi- 
tal is  considered  the  discharge  day  and  is  not  a  billable  day. 
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ACUTE  INPATIENT  HOSPITALIZATION 


B.    When  a  recipient  is  admitted  to  inpatient  status  through  the  emergency 
room  or  outpatient  department,  the  hospital  shall  bill  for  only  the 
all-inclusive  per  diem  rate  for  that  day.     The  Department  will  not  pay 
for  services  furnished  in  the  emergency  room  or  outpatient  department 
on  the  admitting  day. 

IV.     PER  DIEM  RATES 

A.  The  all-inclusive  per  diem  rate,  as  established  by  the  Rate  Setting 
Commission,  is  all-inclusive  for  all  acute  inpatient  hospital  days  of 
care  delivered  to  recipients  on  which  an  acute  level  of  care  was 
determined  to  be  appropriate  by  the  Professional  Standards  Review 
Organization  (PSRO).     The  all-inclusive  per  diem  rate  is  based  on 
average  patient  semiprivate  room  costs  and  ancillary  services.  The 
rate  must  be  accepted  by  the  hospital  as  payment  in  full.     Under  no 
circumstances  will  the  Department  pay  the  hospital  a  sum  in  excess  of 
the  all-inclusive  per  diem  rate. 

1.  A  hospital  may  occasionally  find  it  necessary  to  send  an  inpatient 
(or  a  patient's  specimen)  outside  the  hospital  to  obtain  treatment 
or  testing  not  available  on  site.     The  costs  of  such  treatment  or 
testing  are  the  responsibility  of  the  hospital  in  which  the  reci- 
pient is  an  inpatient  and  are  included  in  the  all-inclusive  per 
diem  rate. 

2.  All  administrative  and  processing  costs  associated  with  the  provi- 
sion of  blood  and  its  derivatives  are  included  in  the  all- 
inclusive  per  diem  rate  and  must  not  be  billed  for  separately. 

The  Department  will  not  reimburse  hospitals  for  the  provision  of 
blood. 

3.  If  a  recipient  occupies  a  private  room,  the  hospital  must  not  bill 
the  Department  or  the  recipient  in  excess  of  the  all-inclusive  per 
diem  rate. 

B.  The  newborn  rate,  as  established  by  the  Rate  Setting  Commission, 
applies  to  the  newborn  while  both  mother  and  child  are  hospitalized 
immediately  postpartum.     If  a  sick  baby  is  placed  in  a  special  care 
nursery  (infant  intensive  care  unit,  neonatal  unit,  sick  baby  nursery) 
the  all-inclusive  per  diem  rate  applies  for  the  child  whether  or  not 
the  mother  is  hospitalized.     A  hospital  must  not  apply  the  all- 
inclusive  per  diem  rate  for  a  premature  baby  unless  the  baby  is  placed 
in  a  special  care  nursery  (as  identified  above).     (The  all-inclusive 
per  diem  rate  does  not  apply  to  premature  baby  nurseries.)     If  the 
newborn  remains  in  the  hospital  because  of  medical  necessity  after  the 
mother  has  been  discharged,  the  rate  for  the  newborn  becomes  the  all- 
inclusive  per  diem. 
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ACUTE  INPATIENT  HOSPITALIZATION 


B.    When  a  recipient  is  admitted  to  inpatient  status  through  the  emergency 
room  or  outpatient  department,  the  hospital  shall  bill  for  only  the 
all-inclusive  per  diem  rate  for  that  day.     The  Department  will  not  pay 
for  services  furnished  in  the  emergency  room  or  outpatient  department 
on  the  admitting  day. 

IV.     PER  DIEM  RATES 

A.  The  all-inclusive  per  diem  rate,  as  established  by  the  Rate  Setting 
Commission,  is  all-inclusive  for  all  acute  inpatient  hospital  days  of 
care  delivered  to  recipients  on  which  an  acute  level  of  care  was 
determined  to  be  appropriate  by  the  Professional  Standards  Review 
Organization  (PSRO).     The  all-inclusive  per  diem  rate  is  based  on 
average  patient  semiprivate  room  costs  and  ancillary  services.  The 
rate  must  be  accepted  by  the  hospital  as  payment  in  full.     Under  no 
circumstances  will  the  Department  pay  the  hospital  a  sum  in  excess  of 
the  all-inclusive  per  diem  rate. 

1.  A  hospital  may  occasionally  find  it  necessary  to  send  an  inpatient 
(or  a  patient's  specimen)  outside  the  hospital  to  obtain  treatment 
or  testing  not  available  on  site.     The  costs  of  such  treatment  or 
testing  are  the  responsibility  of  the  hospital  in  which  the  reci- 
pient is  an  inpatient  and  are  included  in  the  all-inclusive  per 
diem  rate. 

2.  All  administrative  and  processing  costs  associated  with  the  provi- 
sion of  blood  and  its  derivatives  are  included  in  the  all- 
inclusive  per  diem  rate  and  must  not  be  billed  for  separately. 

The  Department  will  not  reimburse  hospitals  for  the  provision  of 
blood. 

3.  If  a  recipient  occupies  a  private  room,  the  hospital  must  not  bill 
the  Department  or  the  recipient  in  excess  of  the  all-inclusive  per 
diem  rate. 

B.  The  newborn  rate,  as  established  by  the  Rate  Setting  Commission, 
applies  to  the  newborn  while  both  mother  and  child  are  hospitalized 
immediately  postpartum.     If  a  sick,  baby  is  placed  in  a  special  care 
nursery  (infant  intensive  care  unit,  neonatal  unit,  sick  baby  nursery) 
the  all-inclusive  per  diem  rate  applies  for  the  child  whether  or  not 
the  mother  is  hospitalized.     A  hospital  must  not  apply  the  all- 
inclusive  per  diem  rate  for  a  premature  baby  unless  the  baby  is  placed 
in  a  special  care  nursery  (as  identified  above).     (The  all-inclusive 
per  diem  rate  does  not  apply  to  premature  baby  nurseries.)     If  the 
newborn  remains  in  the  hospital  because  of  medical  necessity  after  the 
mother  has  been  discharged,  the  rate  for  the  newborn  becomes  the  all- 
inclusive  per  diem. 
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C.  The  administrative  day  rate,  as  established  by  the  Rate  Setting 
Commission,  is  all-inclusive  for  all  administrative  days. 
Administrative  days  are  acute  inpatient  hospital  days  of  care  deliv- 
ered to  recipients  on  which  a  lower  than  acute  level  of  care  is 
determined  to  be  appropriate  by  the  PSRO,  but  on  which  an  appropriate 
placement  is  not  available. 

D.  Billing  Exceptions  to  Per  Diem  Rates 

L.     The  hospital  may  bill  separately  for  those  drugs  and  durable  goods 
not  readily  available  from  pharmacies  and  medical  providers  and 
prescribed  for  take  home  use.     These  charges  must  be  submitted  on 
the  Department's  MA-4  claim  form. 

2.  The  hospital  may  contract  privately  with  the  recipient  for  non- 
medical items  that  are  not  included  in  the  per  diem  rate  (e.g., 
television,  radio,  or  telephone). 

3.  For  General  Relief  recipients,  a  hospital  may  bill  for  only  those 
drugs  specified  as  "life-sustaining"  in  the  Department's  pharmacy 
regulations.     These  charges  must  be  submitted  on  the  MA-4  claim 
form  according  to  the  percentage-of-charge  approved  by  the  Rate 
Setting  Commission  to  each  hospital  for  use  when  billing  for 
General  Relief  recipients. 

V.     OUT-OF-STATE  HOSPITALIZATION 

A.     The  Department  will  pay  for  out-of-state  hospital  services  only  in  the 


following  circumstances: 

1.  In  an  emergency,  a  Massachusetts  Medical  Assistance  recipient  who 
is  out-of-state  may  seek  medical  care  at  any  hospital. 

2.  Recipients  who  are  authorized  to  reside  or  are  placed  out  of  state 
by  the  Department  of  Social  Services  may  seek  medical  care  at  any 
hospital  within  the  state  of  their  residence. 

3.  A  Massachusetts  Medical  Assistance  recipient  living  in  a  community 
near  the  borders  of  New  Hampshire,  Vermont,  Rhode  Island, 
Connecticut,  or  New  York  may  seek  medical  care  at  a  hospital  in 
these  states  when  the  out-of-state  hospital  is  closer  to  the 
recipient's  residence  than  the  nearest  in-state  hospital  which  is 
providing  equivalent  medical  services.     A  recipient  (or  the 
recipient's  physician)  requesting  hospitalization  in  New  York  City 
must  have  a  prior  approval  issued  before  admission  to  a  hospital 
in  New  York  City,  except  in  a  medical  emergency. 
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4.    When  the  medical  needs  of  a  Massachusetts  Medical  Assistance  recip- 
ient cannot  be  met  in  Massachusetts,  the  out-of-state  hospital 
must  make  a  request  for  prior  approval  before  the  recipient  is 
admitted  to  the  hospital.     A  detailed  treatment  plan  and  medical 
history  must  be  submitted  to:     Hospital  Services-Prior  Approval 
Unit,  Medical  Division,  600  Washington  Street,  7th  Floor,  Boston, 
MA  02111. 


B.  In  order  to  be  reimbursed  by  the  Department,  an  out-of-state  hospital 
must  file  an  application  for  a  Massachusetts  Medical  Assistance  pro- 
vider number  and  meet  the  following  criteria: 

1.  be  approved  as  a  hospital  by  a  governing  or  licensing  agency  in 
its  state; 

2.  participate  in  the  Medicare  program;  and 

3.  participate  in  its  state's  Medical  Assistance  (or  equivalent) 
Program. 

C.  Payment  to  an  out-of-state  hospital  will  be  made  in  accordance  with 
the  Medical  Assistance  (or  equivalent)  fee  schedule  of  that  state. 

VI.     PAYMENT  OF  HOSPITAL  CLAIMS 


A.  The  Department  will  pay  for  a  hospital  stay  only  when  the  treatment  is 
a  reimbursable  service  under  the  Massachusetts  Medical  Assistance 
Program.     The  Department  will  pay  a  hospital  for  services  furnished  to 
a  recipient  when  the  conditions  of  these  regulations  are  met  and  the 
claim  is  submitted  in  accordance  with  the  regulations  in  106  CMR 
450.000  and  current  billing  instructions.     Hospitals  will  not  be  reim- 
bursed for  research  or  for  the  provision  of  experimental  procedures. 

B.  The  Department  will  pay  for  claims  for  inpatient  services  certified  as 
medically  necessary  or  administratively  necessary  by  the  PSRO  respon- 
sible for  the  geographical  area  in  which  the  hospital  is  located,  or 
by  another  organization  designated  by  the  Department  to  perform  utili- 
zation review  of  the  hospital  episodes  of  Medical  Assistance  recip- 
ients.    Certification  of  out-of-state  hospital  claims  must  be  made  by 
the  organization  responsible  for  that  state's  Medical  Assistance  uti- 
lization review. 
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C.  If,  during  the  course  of  its  utilization  review  activity,  a  PSRO 
denies  an  admission  to  an  acute  care  hospital,  the  Department  will  not 
pay  for  any  part  of  the  hospital  episode  which  includes  or  follows  the 
date  of  the  admission  which  is  denied.     If,  during  the  course  of  its 
utilization  review  activity,  a  PSRO  denies  the  further  continued  stay 
of  a  hospital  episode,  the  denial  is  effective  on  the  date  of  the 
proper  denial  notice,  and  the  Department  will  not  pay  for  any  part  of 
the  hospital  episode  which  includes  or  follows  this  date. 

D.  Leave-of-absence  days  are  not  reimbursable  when  used  by  a  recipient. 
Leave-of -absence  days  are  defined  as  days  during  which  a  bed  in  an 
acute  care  hospital  is  held  open  for  a  recipient  who  leaves  the 
facility  and  for  whom  no  formal  discharge  or  readmission  procedures 
occur.     For  purposes  of  reimbursement,   these  days  are  to  be  treated  as 
discharge  days  and  admission  days.     That  is,  the  day  on  which  the 
recipient  leaves  the  facility  to  start  the  leave-of-absence  is  not 
billable,  while  the  day  on  which  the  recipient  returns  is  a  billable 
day.     For  example:    a  recipient  leaves  a  facility  on  a  leave-of- 
absence  on  Friday  evening  and  returns  on  Monday  morning.  Friday, 
Saturday,  and  Sunday  are  leave-of-absence  days,  and  are  not  reimburs- 


E.  The  regulations  governing  payment  of  claims  for  recipients  with  pri- 
vate health  insurance  or  Medicare  benefits  are  in  106  CMR  450.000. 

F.  When  a  recipient  is  admitted  to  an  acute  hospital  as  a  result  of  an 
accident,   it  is  the  responsibility  of  the  hospital  to  notify  the 
recipient's  Welfare  Service  Office  so  that  assignment  may  be  taken  of 
the  recipient's  right  to  third  party  coverage  of  claims  or  possible 
recovery  of  claims  as  result  of  tort  action. 

VII.     ADMINISTRATIVE  DAYS 

A.  Introduction 


Section  1155(a)(1)  of  P.L.  92-603  authorizes  Professional  Standards 
Review  Organizations  (PSROs)  to  review 

"...services  and  items  for  which  payment  may  be  made  (in  whole  or  in 
part)  under  [the  Social  Security  Act]  for  the  purpose  of  determining 
whether 

A.  such  services  and  items  are  or  were  medically  necessary; 

B.  the  quality  of  such  services  meets  professionally  recognized  stan- 
dards of  health  care;  and 


able . 
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C.     in  case  such  services  and  items  are  proposed  to  be  provided  in  a 
hospital  or  other  health  care  facility  on  an  inpatient  basis,  such 
services  and  items  could,  consistent  with  the  provision  of 
appropriate  medical  care,  be  effectively  provided  on  an  outpatient 
basis  or  more  economically  in  an  inpatient  health  care  facility  of 
a  different  type." 

To  carry  out  the  provisions  of  this  law,  the  PSRO  is  required  to 
determine  the  medical  necessity  of  and  the  appropriateness  of  the  level 
of  care  for  each  acute  inpatient  hospital  admission  and  continued 
stay.    When  the  PSRO  determines  that  an  admission  or  continued  stay 
is  not  medically  necessary  or  not  appropriately  provided  at  a  hospital 
level  of  care,  the  PSRO  must  notify  the  Department  of  its  deter- 
mination. 

The  Department  will  pay  for  all  days  of  inpatient  hospitalization 
which  the  PSRO  certifies  are  medically  necessary  and  appropriate  at 
the  acute  hospital  level  of  care,  if  other  conditions  regarding  recip- 
ient and  provider  eligibility,  appropriate  fees  and  rates,  and  the 
manner  of  submission  of  bills  are  met. 

Days  of  hospitalization  which  are  determined  by  the  PSRO  to  be 
appropriate  at  a  lower  than  acute  hospital  level  of  care  will  be  reim- 
bursed by  the  Department  if  they  are  determined  to  be  days  of  hospital- 
ization resulting  from  specific  circumstances,  as  described  below. 

B.     Definition  of  Terms 

1.  Administrative  Day  (AD) 

An  administrative  day  is  defined  as  a  day  of  acute  inpatient 
hospitalization  on  which  a  lower  than  acute  level  of  care  is 
determined  to  be  appropriate  by  the  PSRO  but  on  which  an 
appropriate  placement  is  not  available. 

2.  Agent 

For  the  purposes  of  this  regulation,  agent  shall  refer  to  the 
Professional  Standards  Review  Organization  (PSRO)  coordinator  or 
the  hospital's  Utilization  Review  coordinator. 

3.  Child  Abuse 

For  the  purposes  of  this  regulation,  a  child  shall  be  considered 
to  have  suffered  abuse  when  the  child  has  suffered  a  non- 
accidental  physical  injury  which  causes  or  creates  a  substantial 
risk  of  death  or  protracted  impairment  of  the  function  of  any 
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bodily  organ;  or  when  the  commission  of  sex  offenses,  as  defined 
in  the  criminal  laws  of  Massachusetts,  has  occurred  against  a 
child.     (See  M.G.L.  c.  119,  s.  51A  through  G.) 

4.  Child  Neglect 

For  the  purposes  of  this  regulation,  a  child  shall  be  considered 
to  have  suffered  neglect  when  a  financially  able  caretaker  respon- 
sible for  the  child  permits  the  child  to  experience  avoidable 
present  suffering  by  failing  to  provide  adequate  food,  clothing, 
shelter,  education,  medical  care,  proper  supervision,  and  guard- 
ianship.    The  caretaker  shall  be  considered  capable  of  providing 
these  essentials  if  he  is  financially  able  to  do  so  or  is  offered 
other  reasonable  means  to  do  so.     (See  M.G.L.  c.  119,  s.  51A 
through  G.) 

5.  Discharge  Planner 

A  discharge  planner  is  a  registered  nurse  or  social  worker  eli- 
gible for  Massachusetts  licensure  whose  primary  responsibility  is 
discharge  planning. 

6.  Discharge-Planning  Staff 

The  discharge-planning  staff  shall  consist  of  discharge  planners 
and  support  staff. 

7.  Reasonable  Distance 

Generally,  twenty-five  miles  from  the  home  or  usual  noninstitu- 
tional  residence  of  the  recipient  shall  be  considered  a  reasonable 
distance.     This  does  not  preclude  longer  distances.     For  example, 
in  nonurban  areas,  or  in  cases  where  the  recipient  has  no  family 
or  regular  visitors,  longer  distances  would  be  reasonable. 

C.     Reimbursable  Administrative  Days 

In  the  following  situations,  the  Department  or  its  agent  shall  deter- 
mine that  administrative  days  are  reimbursable  if  the  hospital 
provides  documentation  as  specified  below: 


1. 


Children 


The  Department  will  pay  for  administrative  days  for  children  under 
18  years  of  age  when  any  one  of  the  following  four  conditions 
exists : 


a. 


Child  abuse 
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b.  Child  neglect 

Before  determination  of  administrative  necessity  can  be  made  in 
the  case  of  abuse  or  neglect,  a  report  must  be  completed  and  filed 
according  to  current  regulations  of  the  Department  of  Social 
Services.     One  copy  shall  be  submitted  to  the  Department  or  its 
agent  immediately  after  the  completion  of  the  form. 

c.  Lead  paint  poisoning 

When  the  Department  or  its  agent  determines  from  an  examina- 
tion of  patient  records  that  a  valid  case  of  lead  paint 
poisoning  due  to  lead  paint  in  the  home  has  occurred,  a 
child's  stay  is  reimbursable  until  the  home  is  deleaded  or 
other  accommodations  can  be  arranged. 

d.  Department  of  Social  Services  (DSS) 

When  children  under  the  protective  custody  of  the  Department 
of  Social  Services  are  awaiting  placement  in  foster  homes  or 
group  care  facilities,   their  stay  may  qualify  for  reimburse- 
ment.    The  hospital  must  provide  evidence  to  the  Department 
or  its  agent  that  the  patient  is  a  DSS  client. 

2.     Patients  Awaiting  Eligibility  Determination 

a.     The  Department  or  its  agent  may  approve  administrative  days 

for  reimbursement  for  patients  awaiting  final  determination  of 
eligibility  for  the  following  categories: 


Cuban  Relief  (00) 
Vietnamese  and 

Cambodian  Refugee  (00) 

AFDC  (02) 

MA/ Aged  (05) 

MA/ AFDC  (06) 

MA/ Disabled  (07) 

MA  under  21  (08) 


Such  days  are  reimbursable  only  when  all  the  following  con- 
ditions have  been  met: 
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(1)  A  completed  application  for  public  assistance  must  be 
submitted  to  the  appropriate  WSO  and  shown  to  the 
Department  or  its  agent.     Administrative  days  incurred 
prior  to  the  filing  of  the  completed  application  are  not 
reimbursable.     In  those  cases  where  a  completed  applica- 
tion has  been  submitted  to  the  appropriate  WSO  by  the 
patient  or  his  family,   the  hospital  may  request  the  WSO 
to  telephone  the  PSRO  coordinator  to  confirm  that  a  final 
determination  of  eligibility  is  pending. 

(a)  For  categories  00  and  02,  the  AP-1  application  form 
must  be  completed  by  the  patient  or  a  member  of  the 
patient's  family. 

(b)  For  categories  05,  06,  07,  and  08,  the  hospital  may 
submit  on  behalf  of  the  patient  a  completed  applica- 
tion form  SS-37.     For  category  07,  completed  forms 
SS-32  and  SS-33  must  also  be  submitted. 

(c)  For  all  categories,  when  retroactive  eligibility  is 
requested,  form  SS-37A  must  be  completed. 

(2)  The  hospital's  inability  to  discharge  such  a  patient  to 
another  level  of  care  must  specifically  result  from  the 
pending  status  of  the  patient's  eligibility. 

(3)  The  patient  must  be  determined  to  be  eligible  by  the 
Department . 

b.     Administrative  days  are  reimbursable  for  patients  awaiting 

final  determination  of  eligibility  for  the  SSI/Aged  (category 
01)  and  SSI/Disabled  (category  03)  program  of  Supplemental 
Security  Income  when  all  the  following  conditions  have  been 
met : 

(1)     A  completed  application  for  Supplemental  Security  Income 
must  be  submitted  by  the  hospital  on  behalf  of  the 
patient  to  the  appropriate  Social  Security  office  and 
must  be  shown  to  the  Department  or  its  agent.  Patients 
whose  SSI  application  has  been  filed  prior  to  hospital 
admission  shall  verify  to  the  Department  or  its  agent 
that  such  an  application  has  been  filed.  Administrative 
days  incurred  prior  to  the  filing  of  the  completed  SSI 
application  are  not  reimbursable.     The  SSI  application 
must  include  items  (a)  and  (b)  below.     Applications  for 
SSI/Disabled  must  include  items  (a),  (b),  and  (c). 
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(a)  For  individuals  -  form  SSA  8002 

For  individuals  with  spouse  -  form  SSA  8002 
For  couples  -  form  SSA  8000 

(b)  Statement  of  Income  and  Resources  -  form  SSA  9010 

(c)  Medical  History  and  Disability  Report  (form  SSA  401) 
for  applicants  for  SSI/Disabled.     This  report  must 
include  substantiating  medical  evidence  upon  which 
the  patient's  physician  has  based  his  diagnosis. 

(2)  The  hospital's  inability  to  discharge  such  patients  to 
another  level  of  care  must  specifically  result  from  the 
pending  status  of  the  patient's  eligibility. 

(3)  The  patient  must  be  determined  to  be  eligible  by  the 
Social  Security  Administration. 

3.  Closing  or  Sanctioning  of  Long  Term  Care  Facility 

Administrative  days  are  reimbursable  when  termination  of  the 
license  or  sanctioning  of  a  long  term  care  facility  requires  a 
hospital  to  provide  care  for  Medical  Assistance  recipients  trans- 
ferred on  an  emergency  basis  because  of  action  of  either  the 
Department  of  Public  Welfare  or  the  Department  of  Public  Health. 
The  Department  of  Public  Welfare  or  its  agent  may  determine  that 
days  are  reimbursable  under  these  circumstances  only  when  the 
hospital  record  contains  a  letter  from  the  Commissioner  of  either 
the  Department  of  Public  Health  or  the  Department  of  Public 
Welfare.     This  letter  must  state  that  an  emergency  exists  which 
requires  the  nursing  home  patient's  admission  to  a  hospital  and 
that  no  other  nursing  home  bed  is  immediately  available. 

4.  Administrative  days  are  reimbursable  if  no  placement  is  available 
at  the  appropriate  level  of  care  in  a  facility  within  a  reasonable 
distance  of  the  recipient's  home.     The  hospital  must  document  this 
lack  of  available  beds  or  services  in  a  telephone  log  or  in  the 
patient's  records,  noting  each  facility  contacted,  the  date  of 
each  contact,  and  the  response  by  each. 

5.  Administrative  days  are  reimbursable  if  a  placement  is  available 
at  the  appropriate  level  of  care  in  a  facility  within  a  reasonable 
distance  of  the  recipient's  home  but  the  facility  refuses  to 
accept  the  recipient.     The  hospital  must  document  the  facility's 
refusal  in  the  recipient's  hospital  medical  record  and  notify  the 
Department's  Long  Terra  Care  Unit  in  writing  of  the  facility's 
refusal. 
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6.  Administrative  days  are  reimbursable  if  a  recipient  is  awaiting 
the  arrangement  of  home-care  or  home-health  services  and  a  home- 
care  or  home-health  agency  has  made  a  commitment  to  provide  serv- 
ices to  the  recipient. 

a.  Such  a  commitment  must  be  documented  in  the  recipient's  medi- 
cal record  to  the  satisfaction  of  the  Department  or  its  agent. 

b.  If  a  hospital  attempts  to  arrange  for  the  provision  of  home- 
health  services  for  a  recipient  and  an  agency  that  provides 
such  services  refuses  to  accept  the  recipient  as  a  client,  the 
hospital  must  notify  the  Department's  Long -Term-Care  Unit  of 
this  refusal. 

7.  Administrative  days  are  reimbursable  only  when  the  hospital  is 
making  regular  efforts  to  place  the  recipient  at  the  appropriate 
level  of  care.     The  standards  in  item  I  below  will  be  used  only  as 
guidelines  in  determining  regular  efforts,  and  do  not  preclude 
other  effective  discharge-planning  programs. 

D.  Non-Reimbursable  Administrative  Days 

In  the  following  situations,  the  Department  or  its  agent  shall  deter- 
mine that  administrative  days  are  not  reimbursable: 

1.  Administrative  days  are  not  reimbursable  if  a  placement  at  the 
appropriate  level  of  care  is  available  in  a  facility  within  a 
reasonable  distance  of  the  recipient's  home  and  the  recipient,  his 
family,  or  any  legally  responsible  person  refuses  the  placement. 

2.  Administrative  days  are  not  reimbursable  if  the  Department  deter- 
mines that  there  is  a  placement  available  at  the  appropriate  level 
of  care  in  a  facility  within  a  reasonable  distance  of  the 
recipient's  home,  advises  the  hospital  of  the  location  of  the 
facility,  and  the  hospital  or  the  physician  neglects  or  refuses  to 
discharge  the  recipient. 

E.  Payment 

Effective  October  1,  1977,  administrative  days  are  reimbursable  at  the 
hospital's  administrative  day  rate.     Hospitals  must  bill  for  admin- 
istrative days  in  the  manner  specified  in  Section  C,  Part  1. 
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6.  Administrative  days  are  reimbursable  if  a  recipient  is  awaiting 
the  arrangement  of  home-care  or  home-health  services  and  a  home- 
care  or  home-health  agency  has  made  a  commitment  to  provide  serv- 
ices to  the  recipient. 

a.  Such  a  commitment  must  be  documented  in  the  recipient's  medi- 
cal record  to  the  satisfaction  of  the  Department  or  its  agent. 

b.  If  a  hospital  attempts  to  arrange  for  the  provision  of  home- 
health  services  for  a  recipient  and  an  agency  that  provides 
such  services  refuses  to  accept  the  recipient  as  a  client,  the 
hospital  must  notify  the  Department's  Long -Term-Care  Unit  of 
this  refusal. 

7.  Administrative  days  are  reimbursable  only  when  the  hospital  is 
making  regular  efforts  to  place  the  recipient  at  the  appropriate 
level  of  care.     The  standards  in  item  I  below  will  be  used  only  as 
guidelines  in  determining  regular  efforts,  and  do  not  preclude 
other  effective  discharge-planning  programs. 

D.  Non-Reimbursable  Administrative  Days 

In  the  following  situations,  the  Department  or  its  agent  shall  deter- 
mine that  administrative  days  are  not  reimbursable: 

1.  Administrative  days  are  not  reimbursable  if  a  placement  at  the 
appropriate  level  of  care  is  available  in  a  facility  within  a 
reasonable  distance  of  the  recipient's  home  and  the  recipient,  his 
family,  or  any  legally  responsible  person  refuses  the  placement. 

2.  Administrative  days  are  not  reimbursable  if  the  Department  deter- 
mines that  there  is  a  placement  available  at  the  appropriate  level 
of  care  in  a  facility  within  a  reasonable  distance  of  the 
recipient's  home,  advises  the  hospital  of  the  location  of  the 
facility,  and  the  hospital  or  the  physician  neglects  or  refuses  to 
discharge  the  recipient. 

E.  Payment 

Effective  October  1,  1977,  administrative  days  are  reimbursable  at  the 
hospital's  administrative  day  rate.     Hospitals  must  bill  for  admin- 
istrative days  in  the  manner  specified  in  Section  C,  Part  1. 
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To  apply  for  an  adjustment  of  the  administrative  day  rate,  pursuant  to 
regulations  of  the  Massachusetts  Rate  Setting  Commission  at  114.1  CMR 
3.14,  a  hospital  must  be  able  to  demonstrate  that  it  is  experiencing 
extreme  difficulty  in  placing  AD  patients.     Evidence  of  extreme  dif- 
ficulty will  be  demonstrated  by  meeting  one  of  the  following  criteria: 

1.  the  hospital  must  have  an  acute  medical/ surgical  occupancy  rate, 
minus  administrative  days,  of  85  percent  or  higher  for  teaching 
hospitals  or  80  percent  or  higher  for  all  other  hospitals  and  an 
administrative  day  occupancy  rate  for  medical/surgical  beds  of  5 
percent  or  higher;  or 

2.  the  hospital  must  be  isolated  from  and  not  connected  to  the 
mainland. 

The  hospital  must  further  be  able  to  demonstrate  during  a  Department 
field  audit  that  it  meets  the  discharge-planning  standards  in  item  I 
below. 

F.  Notification 

Upon  the  determination  that  a  recipient's  stay  is  either  no  longer 
medically  necessary  or  no  longer  administratively  necessary  due  to  the 
availability  of  an  appropriate  placement,   the  PSRO  shall  notify  in 
writing  the  hospital,   the  attending  physician,  and  the  recipient.  The 
Department  will  not  pay  for  any  part  of  the  hospital  episode  which 
includes  or  follows  the  date  of  notification. 

G.  Appeals 

The  recipient,  the  hospital,  or  the  attending  physician  may  appeal  to 
the  responsible  PSRO  in  cases  in  which  a  patient  day  is  not  certified 
as  medically  necessary  or  administratively  necessary. 

H.  Records 

A  record  of  administrative  days  shall  be  kept  for  two  years  by  the 
hospital. 

I.  Discharge-Planning  Standards 

1.     The  hospital  must  designate  a  separate,  identifiable  staff  whose 
primary  responsibility  is  discharge -planning  activities.  The 
discharge-planning  staff  may  be  located  in  the  social  service, 
continuing  care,  or  other  appropriate  department.     However,  one  of 
these  departments  must  be  designated  as  the  department  with 
responsibility  for  discharge  planning.     At  least  one  such  staff 
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member  must  be  a  registered  nurse.     Each  discharge  planner  must  be 
a  registered  nurse  or  person  eligible  to  be  licensed  as  a  social 
worker  in  the  Commonwealth  of  Massachusetts.     Secretaries,  clerks, 
or  volunteers  may  not  be  assigned  the  duties  of  discharge 
planning,  except  as  noted  in  item  I.ll.c  below.  Documentation 
verifying  the  qualifications  of  the  discharge  planners  must  be 
available  for  inspection  by  the  Department. 

2.  Unless  a  lower  ratio  can  be  justified  by  the  hospital,  there  must 
be  one  discharge  planner  for  every  sixty  licensed  beds,  excluding 
maternity  and  special-care  units.     VNA  or  home  health  staff  who 
are  not  employed  by  the  hospital,  but  who  perform  discharge- 
planning  activities  for  the  hospital  on  a  regular  basis  may  be 
counted  towards  the  ratio. 

3.  The  discharge-planning  department  must  maintain  a  current, 
chronological  list  of  all  recipients  on  AD  status.     This  list  must 
be  updated  daily.     The  list  must  show  each  recipient's  name,  date 
of  commencement  of  AD  status,  and  recommended  level  of  care  upon 
discharge.     This  list  must  be  made  available  for  inspection  by  the 
Department.     The  discharge -planning  department  must  attempt  to 
place  patients  who  are  on  AD  status  chronologically  by  length  of 
stay  on  AD  status. 

4.  The  discharge-planning  department  must  maintain  a  current  list  of 
all  licensed  long-term-care  facilities  within  at  least  a  twenty- 
five-mile  radius  of  the  hospital.     The  list  must  show  the  number 
of  beds,  the  level  of  care  for  which  the  facility  is  licensed, 
whether  the  facility  is  Medicare-certified,  whether  the  facility 
is  Medica id-cert  if ied ,  and  other  notable  characteristics  of  the 
facility,  such  as  the  availability  of  bilingual  staff.     Each  staff 
member  having  discharge  planning  responsibilities  must  have  a  copy 
of  the  list  available  for  his  use. 

5.  The  discharge-planning  department  must  maintain  a  list  of  all 
community-based  organizations  and  resources  in  the  communities 
within  at  least  a  twenty-five-mile  radius  of  the  hospital  that 
could  provide  services  and  support  to  recipients  discharged  to  the 
community.     Such  community  resources  include  elderly  housing 
units,  home-health  agencies,  homeraaker  services,  transportation 
services,  friendly  visitors  programs,  and  meals  programs.  Each 
staff  member  having  discharge-planning  responsibilities  must  have 
a  copy  of  this  list  available  for  his  use. 
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6.  As  a  routine  practice,  admissions  data,  including  but  not  limited 
to  age  and  diagnosis,  must  be  reviewed  and  screened  by  the 
discharge-planning  department  within  24  working  hours  of  a 
recipient's  admission.     The  discharge-planning  department  must 
screen  these  sheets  in  accordance  with  written  criteria  (i.e., 
criteria  defining  high-risk  diagnoses  and  high-risk  patient 
characteristics  such  as  age)  to  ensure  that  discharge-planning 
activities  commence  within  72  working  hours  of  admission  for  every 
recipient  who  is  expected  to  require  post-acute  care  or  services. 
Admissions  data  must  be  noted  in  the  recipient's  record  in  the 
discharge-planning  department.     The  written  criteria  used  to 
screen  recipients  must  be  available  to  the  Department. 

7.  The  hospital  must  have  written  policies  providing  access  to  all 
recipients  and  recipient  medical  records  by  the  discharge  plan- 
ners.    If  such  access  to  recipients  is  medically  contra indica ted , 
a  signed  statement  specifying  the  basis  for  the  contraindication 
must  be  provided  by  the  recipient's  physician  and  maintained  in 
the  recipient's  medical  or  discharge-planning  department  record. 

8.  Each  visit  to  a  recipient  by  a  discharge  planner  must  be  noted  in 
the  recipient's  discharge-planning  department  record.     The  nota- 
tion must  include  the  date  of  the  meeting,  any  discharge  options 
discussed,  any  particular  problems  noted,  any  agreements  reached 
with  the  recipient,  and  the  future  activities  to  be  undertaken  by 
the  discharge-planning  staff  to  address  problems  raised  or  to  con- 
tinue preparation  of  the  recipient  for  discharge. 

9.  The  discharge  planners  must  coordinate  with  the  primary-care  team 
the  development  of  a  proposed  discharge  plan  for  each  recipient 
who  requires  post-acute  care.     This  plan  must  specify  the  expected 
services  or  care  to  be  required  by  the  recipient,  the  frequency, 
intensity,  and  duration  of  that  care  or  those  services,  and  the 
resources  available  to  provide  the  care  or  services.  Resources 
must  include  available  family  and  community  resources  and  support. 
The  plan  must  be  updated  if  the  recipient's  condition  changes 
significantly.     If  an  institutional  placement  is  recommended  upon 
discharge,  the  discharge  plan  must  state  why  available  community 
resources  are  inadequate  to  meet  the  recipient's  needs.  The 
discharge  plan  must  be  available  for  inspection  by  the  Department. 

10.     The  discharge  planners  or  the  primary-care  team  must  contact  the 
recipient's  family,   if  possible,   to  discuss  discharge  options  and 
to  identify  family  and  community  resources  available  to  the  recip- 
ient.    The  discharge-planning  department  shall  routinely  provide 
copies  to  recipients'  families  of  the  lists  of  nursing  homes  and 
community  resources  available  within  the  area.     Meetings  or  con- 
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sultations  must  be  held  at  least  weekly,  if  possible,  with  family 
members  until  the  recipient's  discharge  is  arranged.     If  such 
meetings  are  not  possible,  frequent  telephone  contacts  must  be 
made  to  family  members  capable  of  being  involved  in  the  case. 
Family  members  must  be  given  current  information  on  the 
recipient's  status  and  the  efforts  made  to  obtain  discharge,  and 
should  be  encouraged  to  actively  participate  in  discharge -planning 
efforts.     Notations  of  the  dates  of  meetings  and  other  family  con- 
tacts, items  discussed,  problems  identified,  and  agreements 
reached  must  be  maintained  in  the  recipient's  discharge-planning 
department  record. 

11.     The  hospital  must  have  written  procedures  to  be  followed  by  the 
discharge-planning  staff  in  arranging  post-acute  services  for 
recipients.     Documentation  must  be  available  for  inspection  by  the 
Department  that  indicates  adherence  by  the  discharge-planning 
staff  to  the  written  procedures.     At  a  minimum,  the  procedures 
must  provide  for  the  following: 

a.  a  regular  and  systematic  process  for  contacting  nursing  homes 
and  community-service  providers  to  determine  the  availability 
of  services  and  the  expected  waiting  period  for  services  to 
become  available.     Each  nursing  home  and  community-service 
provider  within  at  least  a  twenty-five-mile  radius  of  the 
hospital  must  be  contacted  with  sufficient  frequency  to  ensure 
that  the  hospital  has  current  information  on  service  or  bed 
availability  and  to  ensure  that  the  nursing  home  or  community- 
service  provider  has  current  information,  including  medical 
and  psychosocial  status,  on  the  recipients  for  whom  placement 
or  services  are  sought;  and 

b.  a  regular  and  systematic  process  for  making  patient-specific 
contacts  to  nursing  homes  and  community-service  agencies  to 
arrange  for  placement  and/or  services  for  each  recipient 
awaiting  discharge.     Documentation  of  these  contacts  should 
include,  on  a  patient-specific  basis,  an  indication  of  the 
number  and  frequency  of  contacts  made  and  the  outcome  of  each 
contact . 


Patient-specific  contacts,  by  phone  or  in  person,  to  nursing 
homes  or  community-service  agencies  must  generally  be  made  by 
either  a  registered  nurse  or  a  person  qualified  to  be  licensed 
as  a  social  worker  in  Massachusetts.     Patient-specific  calls 
may  be  made  by  a  nonprofessional  only  if  that  person  routinely 
works  in  the  discharge-planning  department,  has  received 
training  regarding  patient-placement  efforts  from  the 
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registered  nurse  or  licensed  social  worker  in  the  department,  and 
uses  detailed  written  documentation  regarding  current  medical, 
nursing,  psychosocial,  and  financial  status,  prepared  by  a 
discharge  planner  when  making  the  call.     Under  such  circumstances, 
any  questions  regarding  the  patient  that  cannot  be  answered  with 
the  written  data  should  be  referred  to  the  discharge  planner. 

Contacts  made  to  arrange  placement  in  nursing  homes  must  be  with 
the  person  at  the  nursing  home  who  is  responsible  for  making  the 
decision  on  admissions.     A  list  of  the  name  and  job  title  of  the 
person  responsible  for  admission  decisions  at  each  nursing  home 
within  at  least  a  twenty-five-mile  radius  of  the  hospital  must  be 
maintained  by  the  discharge-planning  staff. 

12.  The  recipient's  physician  and  a  registered  nurse  must  determine 
the  level  of  care  required  by  a  recipient  upon  discharge,  in 
accordance  with  the  Department's  level-of-care  criteria.     The  spe- 
cific factors  indi  eating  the  need  for  the  recommended  level  of 
care  must  be  clearly  identified  in  both  the  recipient's  medical 
and  discharge-planning  department  records.     The  names  of  the  per- 
sons making  the  level-of-care  recommendations  must  be  recorded  in 
both  the  recipient's  medical  and  discharge-planning  department 
records . 

13.  For  any  recipient  on  administrative  day  status,   the  level-of-care 
recommendation  must  be  reassessed  at  least  once  every  two  weeks 
and  at  any  time  there  is  a  substantial  alteration  of  the 
recipient's  medical  or  psychosocial  status.     The  date  of  each 
reassessment  and  the  name  of  the  person  or  persons  making  the 
reassessment  must  be  documented  in  both  the  recipient's  medical 
and  discharge-planning  department  records. 

14.  In  areas  of  the  state  where  there  is  a  Department  of  Public 
Welfare  Case  Management  Screening  Program  (CMSP),  the  hospital 
must  forward  all  required  documentation  to  and  request  a  level 
approval  from  the  CMSP  Placement  Review  Team  as  soon  as  a  level- 
of-care  determination  is  made. 

15.  In  areas  of  the  state  where  there  is  a  CMSP,  the  hospital  must 
seek  and  utilize  the  assistance  of  the  CMSP  Placement  Specialist 
in  finding  placements  for  recipients  on  administrative  day  status 
and  must  allow  access  by  CMSP  staff  members  to  recipients  on 
administrative  day  status. 
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16.  The  hospital  must  demonstrate  that  it  provides  formal  in-service 
training  programs  and  regular  case  conferences  for  all  discharge- 
planning  staff  and  other  personnel  who  are  involved  in  or  affect 
the  discharge-planning  process. 

17.  The  hospital  must  have  a  formal  written  policy  for  the  discharge- 
planning  staff  to  use  when  reporting  to  the  Department  all 
suspected  cases  of  discrimination  against  recipients  by  Medicaid 
providers.    Written  procedures  and  forms  used  for  reporting  such 
cases  must  be  available  for  inspection  by  the  Department. 


Trans,  by  MA  Letter  217A 


♦ 


* 


MASSACHUSETTS  PUBLIC  ASSISTANCE  POLICY  MANUAL 


Eff.  10/1/75 


CHAPTER  VII 


MEDICAL  CARE  PLAN 
HOSPITAL  FEE  SCHEDULE 


Section  C 
Part  2 
Page  1 


The  following  rates  are  effective  for  In-patient,  out-patient,  and  new-born  care 
rendered  to  patients  on  or  after  October  1,  1975,  except  where  noted. 


In- Patient 


Well-Newborn     Out -Pat lent 


Hospital 

Location 

per  diem 

In-Patient 
per  diem 

%  of  charge 
rate 

Addison  Gilbert 

Gloucester 

$127.49 

$42.50 

100. 00 

Amesbury 

Amesbury 

118. 45 

100.00 

Anna  Jacques 

Newburyport 

185.97 

61.99 

100.00 

*  Audubon 

Boston 

26.44 

At  hoi  Memorial 

Athol 

102.15 

34.05 

100. 00 

*  Barnstable  County 

Poc  asset 

93.99# 

100.001 

*  Beaconcrest  Chronic 

Lowell 

30.87 

*  Bellevue 

Brookllne 

40.07 

Berkshire  Medical  Center 

Plttsfleld 

147.67 

49.22 

100.00 

*  Bessie  M.  Burke  Memorial 

Lawrence 

20.47 

Beth  Israel 

Boston 

216.31 

72.10 

100. 00 

Beverly 

Beverly 

173.79 

57.93 

96.51 

Bon  Sec  our  8 

Methuen 

131.17 

43.72 

97.91 

Boston  City 

Boston 

266.80 

88.93 

100.00 

Boston  Hospital  for  Women 

Boston 

176.76 

58.92 

100.00 

*  Bra in tree  Hospital 

Bra  In  tree 

153.00 

100. 00 

Brockton 

Brockton 

152.30 

50.77 

100.00 

Brookllne 

Brookllne 

109.30 

— 

100. 00 

Brooks 

Brookllne 

153.51 

97.15 

Bur bank 

Fltchburg 

127.50 

42.50 

100. 00 

B.S.  Cable  Memorial 

Ipswich 

112.79 

— 

100. 00 

Cambridge  City 

Cambridge 

183.68 

61.23 

100. 00 

Cape  Cod 

Hyannis 

146.09 

48.70 

100. 00 

Cardinal  Gushing  General 

Brockton 

134.37 

100. 00 

Carney 

Boston 

158.98 

100. 00 

Central 

Somerville 

176.09 

100.00 

Charles  Choate  Memorial 

Wo  burn 

115.62 

38.54 

94.03 

Per 
OPD 
Visit 


*  chronic  hospital 
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The  following  rates  are  effective  for  in-patient,  out-patient,  and  new-born  care 
rendered  to  patients  on  or  after  October  1,  1975,  except  where  noted. 

In-Patient  Well-Newborn     Out-Pa tlent  Per 

Hospital  Location  In-Patient       Z  of  charge  OPD 

per  diem  per  diem  rate  Visit 


Chelsea  Memorial 
Children's  Medical  Center 
Clinton 

Cooley -Dickinson 
Cushing 

*  Cushing 

Doctor's  Hosp.  of  Boston 
Doctor' 8  of  Worcester 
Douglas  A.  Thorn 

*  Earle  E.  Hussey 
Emerson 

Fair  lawn 

Fair  view 

Falmouth 

Far r en  Memorial 

Faulkner 

Framing ham  Union 

*  Frances  P.  Memorial 
Franklin  County  Public 
Glover  Memorial 
Goddard  Memorial 
Grover  Manor 

*  Grover  Manor 
Hahnemann 

*  Hampshire  County 
Barley  Private 

*  chronic  hospital 

*  eff.  7/1/75 


Chels 
Boston 
Clinton 
Northampton 
Pram  Ingham 
Pram Ingham 
Boston 
Worcester 
Walt  ham 
Fall  River 
Concord 
Worcester 
Great  Barr ing ton 
Falmouth 
Montague  City 
Boston 
Framing ham 
New  Bedford 
Greenfield 
Need  ham 
Stoughton 
Revere 
Revere 
Boston 
Northampton 
Boston 


$121.18 
272.37 

93.96 
110.82 
124.351 

38.40# 
125.92 

89.92 


36.94 


100.00 
100.00 
86.63 
99.34 


141. 50 
115.61 
125. 56 
133.99 
121.51 
160. 22 
168.25 
44.57 
115.32 
125.00 
156. 51 
76.23 
50. 65 
138.73 
36.03# 
87.00 


47.17 

41.85 
44.66 


92.68 
93.31 

100.00 
100. 00 
96.57 
96.76 
100. 00 
100.00 
100.00 
99.17 

100. 00 
92.94 
100.00 
100.00 
100.00 
100.00 

100.00 
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The  following  rates  are  effective  for  in -pet  lent,  out-patient,  and  new-born  care 
rendered  to  patients  on  or  after  October  1,  1975,  except  where  noted. 

In-Pat lent  Well-Newborn     Out -Pat lent  Per 

Hospital  Location  In-Pat  lent       Z  of  charge  OPD 

per  dlea  per  diem  rate  Visit 


Harrington  Memorial 

Sout  abridge 

$135.38 

$45.13 

96.48 

Haverhill  Municipal 

Haverhill 

121. 09 

40.36 

100.00 

*  Health  Department 

Salem 

34.87 

*  Hebrew  Rehabilitation 

Boston 

39.78 

Henry  Heywood  Memorial 

Gardner 

103.72 

34.57 

100.00 

Hillcrest 

Pittsfleld 

124.03 

100. 00 

Hold  en  District 

Hold  en 

96.01 

100. 00 

Hoi  yoke 

Holyoke 

128.22 

42.74 

100. 00 

Hubbard  Regional 

Webster 

108.52 

36.17 

100. 00 

Hunt  Memorial 

Da  river  s 

155.32 

51.77 

100. 00 

Huntington  General 

Boston 

136.74 

100.00 

*  Jewish  Memorial 

Boston 

90.69 

J.B.  Thomas 

Pea  body 

158.13 

100. 00 

*  J.B.  Thomas  Mental  Health  U 

Pea  body 

54.63 

J. P.  Kennedy  Memorial 

Boston 

175.45 

100. 00 

*  J. P.  Kennedy  Memorial 

Boston 

95.03 

Jordan 

Plymouth 

127.30 

42.43 

100. 00 

Kenmore 

Boston 

85.31 

— 

100. 00 

*  Lakeville 

Lakeville 

119. 74# 

100.001 

Lawrence  General 

Lawrence 

137.45 

45.82 

100. 00 

Lawrence  Memorial 

Med  ford 

138.76 

46.22 

97 .47 

*  Lemuel  S  hat  tuck 

Boston 

173. 10# 

100.001 

Leomlnister 

Leomlnister 

127.52 

42.51 

97.85 

Leonard  Morse 

Natick 

163.75 

54.58 

100. 00 

*  Long  Island 

Boston 

70.39 

Longwood 

Boston 

108.11 

100. 00 

Lowell  General 

Lowell 

139.49 

46. 50 

100.00 

*  chronic  hospital 

#  eff.  7/1/75 
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The  following  rates  are  effective  for  in-patient,  out-patient,  and  new-  born  care 
rendered  to  patients  on  or  after  October  1,  1975,  except  where  noted. 

In-Patient  Well-Newborn     Out -Patient  Per 

Hospital  Location  In -Pat  lent       I  of  charge  OPD 

per  diem  per  diem  rate  Visit 


Ludlow 

Ludlow 

$  SI. 05 

$  — 

61.39 

Lynn 

Lynn 

162.52 

54.17 

109.00 

Maiden 

Maiden 

154.93 

51.64 

100. 00 

Marion  Manor 

Taunton 

21.40 

Marlborough 

Marlborough 

129.64 

43.21 

92.56 

Martha's  Vineyard 

Oak  Bluffs 

158.01 

52.67 

94.35 

Mary  A.  Alley 

Marblehead 

105.19 

— 

100. 00 

Mary  Lane 

Ware 

.100.31 

33.44 

94.83 

Mass .  Eye  and  Ear 

Boston 

219.10 

— 

100. 00 

Mass.  General 

Boston 

240.  56 

— 

100.  00 

Mass.  Hospital  School 
(acute  care  only) 

Canton 

150.181 

Mass.  Rehabilitation 

Boston 

109.46 

100. 00 

Mattapan 

Boston 

103.43 

McLean 

Belmont 

69.88 

Medical  Ctr  of  Western  Mass 

Springfield 

161.89 

53.96 

94.20 

Medical  Ctr.  of  Western  MA 

Springfield 

77.39 

Melrose-Wakefield 

Melrose 

130.44 

43.48 

84.85 

Msrcy 

apr  lng  t  le  la 

it)/  .  11 

i  on  nn 

Middlesex  County 

Waltham 

112. 51# 

Milford-Whitinsville  Reg. 

Milford 

132.10 

44.03 

100.  00 

Milford-Whitinsville  Reg. 

Whitinsville 

61.61 

100.00 

Milton 

Milton 

112.34 

100.  00 

Morton 

Taunton 

121.95 

40.85 

89.18 

Mount  Auburn 

Cambridge 

205.73 

68.58 

100. 00 

Mount  Pleasant 

Lynn 

84.10 

Hantucket  Cottage 

Nantucket 

93.05 

31.02 

100.00 

*  chronic  hospital 

#  eff.  7/1/75 
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The  following  rates  are  effective  for  in-patient,  out-patient,  and  new-born  care 
rendered  to  patients  on  or  after  October  1,  1975,  except  where  noted. 

In-Patient  We  11 -Newborn     Out -Pat lent  Per 

Hospital  Location  In-Patlent       %  of  charge  OPD 

per  diem  per  diem  rate  Visit 


Nashoba  Conmunity 

Ayer 

$  97.12 

$  — 

91.40 

*  Naukeag 

Ashburnham 

54.39 

*  Newburyport  Manor 

Newburyport 

34.41 

New  England  Baptist 

Boston 

208.16 

— 

97.29 

New  England  Deaconess 

Boston 

204.53 

— 

100. 00 

N.E.  Medical  Center 

Boston 

284.21 

— 

100.00 

New  England  Memorial 

Stoneham 

132.75 

44.25 

95.96 

*  New  England  Rehab. 

Woburn 

110.41 

100.00 

New  England  Rehab 

\*  CU  la  L- L           £*VciX  .  / 

Woburn 

91.00 

— 

— 

*   How  Frio  1  a  nr\    Qlnal  OIH 

Rr*  arnn 
£>Uo  L.CJ  11 

48  78 

utUUgULUU 

108  75 

N  ewt  o  ii— Wei  le  si  ev 

Newton  Lower 

Falls  174.72 

58.24 

100. 00 

Mo  Hie 

nCO  Ui.  ItlU 

llvtHl 

18  80 

100  00 

\ 

llUi.  Lift  nUaluo 

110  57 

16  86 

1  oft  00 

Nnr  th   CV»nr     f  h -11  Hr  an  '  « 

Co  1  Am 

1  SI  23 

100  00 

*  Woi*  folic  P. n  i  i  n  r  v 

74  05# 

100.004 

nu  l wuuu 

IIUl  WUUU 

1  A9  8") 

97  49 

m*  i    •  *T  ^ 

wore  est.  er 

9fi  AA 

f imKv 4 n  oo 

l>  cuaor  la  gtt 

rarKer  tixxx  nea xcax  l  enter 

Boston 

117  ftA 
XX/ . OH 

i  on  nn 

*  Pen  tucket  Manor 

Haverhill 

32.42 

Peter  Bent  Brigbam 

Boston 

271.29 

100.00 

*  Plymouth  County 

Hanson 

78.18# 

*  Pondville 

Walpole 

155.94* 

Providence 

Hoi  yoke 

114.12 

38.04 

87.33 

Quincy  City 

Quincy 

131.04 

43.68 

100.00 

Revere  Memorial 

Revere 

%.69 

100.00 

Robert  Breck  Brlgham 

Boston 

181.22 

100. 00 

*  chronic  hospital 

#  eff.  7/1/75 
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The  following  rates  axe  effective  for  in-patient,  out-patient,  and  new-born  care 
rendered  to  patients  on  or  after  October  1,  1975,  except  where  noted. 

In-Pat lent  Well -Newborn     Out -Pat lent  Per 

Hospital  Location  In-Pat lent       %  of  charge  OPD 

per  diem  per  diem  rate  Visit 


* 

Rutland  Heights 

Rutland 

* 

Rutland  Heights  Rehab. 

Rutland 

Saint  Anne's 

Fall  River 

* 

Saint  Camillus 

Whit  in sv  ill e 

Saint  Elizabeth's 

Boston 

Saint  John's 

Lowell 

* 

Saint  John  of  God 

Brookline 

* 

Saint  John  of  God  Manor 

Brookllne 

Saint  Joseph's 

Lowell 

Saint  Luke' 8 

Mlddleboro 

Saint  Luke's 

New  Bedford 

Saint  Margaret's 

Boston 

Saint  Vincent 

Worcester 

Salem 

Salem 

Sane  ta  Maria 

Cambridge 

Saugus  General 

Saugus 

Somervtlle 

Somerville 

South  Shore 

Weymouth 

* 

Springfield  Municipal 

Springfield 

sEuruy  nemoriax 

Symmes 

Arlington 

* 

Tewksbury 

Tewksbury 

Tobey 

Wareham 

Truesdale 

Fall  River 

Union 

Fall  River 

Union 

Lynn 

* 

# 

chronic  hospital 
eff.  7/1/75 

$  90.31#  $  $  5.38# 

57.67# 


109.31 

36.44 

99.23 

43.61 

164.59 

54.86 

100.00 

120.  92 

40.31 

84.61 

99.13 

100.00 

23.09 

121.76 

40.59 

100.00 

117.05 

m~~" 

100.00 

110.16 

37.20 

100.00 

165.54 

49.37 

100. 00 

144.07 

48.02 

100.00 

164.45 

54.82 

100.00 

131.40 

— 

100.00 

114.45 

38.15 

100.00 

159.40 

53.13 

100.00 

133.94 

44.65 

96.79 

33.46 

141.12 

47.04 

95.99 

132.21 

44.07 

100.00 

44.811 

139.20 

46.40 

100. 00 

131.75 

43.92 

100. 00 

112.32 

37.44 

100.00 

149.74 

49.91 

100. 00 
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The  following  rates  are  effective  for  ln-patient,  out-patient,  and  new-born  care 
rendered  to  patients  on  or  after  October  1,  1975,  except  where  noted. 

In-Patient  Well-Newborn     Out-Pat lent  Per 

Hospital  Location  In-Patient       Z  of  charge  OPD 

per  diem  per  diem  rate  Visit 


Union 

New  Bedford 

$115.17 

$  — 

92.74 

University 

Boston 

244 .51 

100.00 

*  University 

Boston 

1  1Q  OA 

1  Jo.  24 

100. 00 

Vial  tham 

Walthaa 

128.  25 

42.75 

100. 00 

*  Washing  tonian 

Boston 

53,13 

100.00 

Wesson  Memorial 

Spring tie Id 

1  lO  0£ 

129. 20 

99.14 

*  Western  Mass. 

west i lain 

i  a  q  i 74 

wh laden  Memorial 

Everett 

1 JO. Ol 

CO  OA 

52.  2U 

1  AA  Aft 
100. 00 

Winchendon 

Winchendon 

51.26 

74.17 

Winchester 

Winchester 

139.41 

46.47 

95.55 

*  Winchester 

Winchester 

Wing  Memorial 

Palmer 

115.72 

100.00 

*  Wing  Memorial 

Palmer 

73.68 

Wlnthrop  Community 

Wlnthrop 

124.87 

100.00 

*  Wood  side  Cottage 

Framing ham 

29.27 

Worcester  City 

Worcester 

118.10 

39.37 

100.00 

*  Worcester  County 

West  Bo yl a ton 

83.191 

Worcester  Hahnemann 

Worcester 

124.54 

41.51 

91.43 

Worcester  Memorial 

Worcester 

168.41 

45.92 

83.91 

*  Touville  Rehabilitation 

Cambridge 

85.42 

100.00 

*  chronic  hospital 

#  eff.  7/1/75 
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HOSPITAL 


STATE  MENTAL  HOSPITALS 
LOCATION 


INPATIENT 
PER  DIEM  RATE 


OUTPATIENT 
CLINIC 


Boston  State 

Boston 

6  C  C    1  o 

100 

Danvers  State 

Danvers 

37.13 

100 

Foxborough  State 

Foxborough 

3o  .31 

100 

Gardner  State 

Gardner 

45.46 

100 

Mas 8.  Mental  Health  Center 

Bo  8  ton 

77.76 

100 

Medfleld  State 

Med  field 

61.22 

100 

Metropolitan  State 

Waltham 

48.45 

100 

Northampton  State 

Northampton 

39.87 

100 

Dr.  Harry  C.  Solomon  Mental  Hlth  Ctr 

Lowell 

77.76 

100 

Taunton  State 

Taunton 

42.88 

100 

Westborough  State 

Westborough 

37.19 

100 

Worcester  State 

Worcester 

68.36 

100 
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Hospital/Clinic 


Location 


Per  Visit 


Percentage  of 
Charge  Rate 


Fairview 
Falmouth 
Farren  Memorial 
Faulkner 

Framingham  Union 
Franklin  Cty.  Pub, 

Glover  Memorial 
Goddard 
Grover  Manor 


Gt.  Barrington 
Falmouth 
Montague  City 
Jamaica  Plain 
Framingham 
Greenfield 

Needham 

Stoughton 

Revere 


100.00 
100.00 
100.00 
100.00 
100.00 
100.00 

95.09 
100.00 
87.61 


Hahnemann 
Harley  Private 
Harrington  Mem. 
Haverhill  Mun. 
Henry  Heywood 
Hillcrest 
Holden  District 
Holyoke 

Hubbard  Regional 
Hunt  Memorial 
Hussey,  Earle  E. 

James  Jackson  Putnam 
Jaques ,  Anna 
Jordan 

Judge  Baker  Guidance  Ctr, 
Kenmore 

J. P.  Kennedy  Mem. 

Mary  Lane 
Lawrence  General 
Lawrence  Mem. 
Leominster 

Lions  Orthoptic  Clinic 

Longwood 
Lowell  General 
Ludlow 
Lynn 

Maiden 
Marlborough 
Martha's  Vineyard 
Mass.  Eye  and  Ear 
Mass.  General 
Mass*.  Osteopathic 


Boston 

Dorchester 

Southbridge 

Haverhill 

Gardner 

Pittsfield 

Holden 

Holyoke 

Webster 

Danvers 

Fall  River 

Boston 
Newburyport 
Plymouth 
Boston 

Boston 
Brighton 

Ware 

Lawrence 
Medf ord 
Leominster 
Springfield 

Boston 
Lowell 
Ludlow 
Lynn 

Maiden 
Marlborough 
Oak  Bluffs 
Boston 
Boston 

Jamaica  Plain 


torn*-'* 


22.50 


7.00 

4.00  (therapy) 


100.00 
100.00 
100.00 
72.61 
98.47 
100.00 
93.05 
89.81 
100.00 
100.00 
100.00 
/6/t  I  A3 


100.00 
100.00 


100.00 
100.00 

100.00 
100.00 
100.00 
100.00 


100.00 
100.00 
63.71 
100.00 

100.00 
95.88 
91.57 

94.12 
100.00 
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Hospital/Clinic 


Percentage  of 


Location                          Per  Vi<?it 

fhflT^p  RaI" 

V_/  1  l  CX  L.       C.      J.VCL  L. 

Belmont 

91.00 

Mpl rnop 

1  1C  -i-  X.  W  O  ' — ■ 

98.99 

Wo  r rp^ter 

82,23 

Sr»r  lncyfipld 

*J  \>  i-  J-Llg  1  -L  C  J- V-A 

100.00 

Waltham                              12  00 

<vai  L  L  id  111                                                     -L  t-  •  w \^ 

Ml 1  ford 

88.01 

Mil  ton 

1  111  LUil 

100.00 

Na  fi rV 

lid  L.  ICIv 

100.00 

1  CL  LIL  1  UUU 

100.00 

n  £i  mT^  fi  Hap 

100.00 

Nantucket 

.41 

A  im  >*            f1  W<v  *•  «  y-. 

Ayer  ijioton 

1  00  00 

Roxbury 

100.00 

Boston 

100.00 

Boston 

89.57 

Stoneham 

100.00 

Newton  L.F. 

100.00 

Westf ield 

100.00 

North  Adams 

100.00 

Salem 

1  00  00 

llUlnuUU                 •  \ 

88.68 

ixOXDury 

1  00  00 

noiy  u  ivc 

76  21 

v^uincy 

1  00  00 

luU  •  \J\J 

1?  r\tT  a  V  ^ 

ftCVCLC 

1  00  00 

"Pol  1  R-fvpr 

l  all    i\  J.  v  c  i 

100.00 

dl xgn ton 

100  00 

T  OT*7£*  1  ^ 
uU W C 1 1 

80.28 

T  AT.TO  1  1 
bUWCll 

100.00 

Middleboro 

1  00  00 

New  RedfoTd 

100.00 

Dorchester 

89.05 

Worcester 

100.00 

Salem 

100.00 

Cambridge 

100.00 

Saugus 

100.00 

Somerville 

100.00 

Weymouth 

86.15 

Springfield 

96.88 

Attleboro 

96.45 

Arlington 

100.00 

I  60,  00 

McLean 

Melrose-Wakefield 

Memorial 

Mercy 

Middlesex  County 

Milford 

Milton 

Morse,  Leonard 
Morton 
Mount  Auburn 

Nantucket  Cottage 
Nashoba  Com. 
New  Eng.  Baptist 
New  Eng.  Deaconess 
New  Eng.  Med.  Ctr. 
New  Eng.  Memorial 
Newton-Wellesley 
Noble 

North  Adams 

No.  Shore  Child. 

Norwood  . 

Comity 

Parker  Hill  Med.' 
Providence 

Quincy  City 

Revere  Memorial 

St.  Ann's 
St.  Elizabeth's 
St.  John's 
St.  Joseph's 
St.  Luke's 
St.  Luke's 
St.  Margaret's 
St.  Vincent 
Salem 

Sancta  Maria 
Saugus  General 
Somerville 
South  Shore 
Springfield 
Sturdy  Memorial 
Symmes 


£  FF 
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Percentage  of 

Hospital/Clinic  Location  Per  Visit  Charge  Rate 

Thomas,  J.B.  Peabody  97.94 

Mental  Health  Ctr.  85.27 

Tobey  Wareham  100.00 

Truesdale  Fall  River  100.00 


Union 
Union 
Union 

University 
Washingtonian 
Wal tham 

Wesson  Memorial 
Wesson  Women's 
Whidden  Memorial 
Whitinsvilla  Mem. 
Winchendon 
Winchester 
Wing 

Winthrop 
Worcester  City 
Worcester  Hahnemann 


Fall  River 
Lynn 

New  Bedford 

Boston 

Boston 

Wal tham 

Springfield 

Springfield 

Everett 

Whitinsville 

Winchendon 

Winchester 

Palmer 

Winthrop 

Worcester 

Worcester 


3.59 


100.00 
100.00 
97.27' 
89.68 

100.00 
98.61 
100.00 
86.30 
100.00 
100.00 
86.99 
96.63 
100.00 
100.00 
92.29 


STATE  HOSPITAL  OUT-PATIENT  CLINIC  RATES 

Out-Patient 


Hospital  Location  Clinic  Rate 

Boston  State  Hospital  Boston  7.87 

Danvers  State  Hospital  Danvers  5.62 

Foxborough  State  Hospital  Foxborough  5.62 

Lakeville  Hospital  Middleboro  16.85 

Lemuel  Shattuck  Boston  19.66 

Mass.  Mental  Health  Hospital  Boston  8.99 

Medfield  State  Hospital  Medfield  5.62 

Metropolitan  State  Hospital  Waltham  5.62 

Northampton  State  Hospital  Northampton  5.62 

Pondville  Hospital  Norfolk  16.85 

Rutland  Heights  Hospital  Rutland  5.38 

Taunton  State  Hospital  Taunton  5.62 
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Out-Patient 

Hospital 

Location 

Clinic  Rate 

Westborough  State  Hospital 

Westborough 

5.62 

Western  Mass.  Hospital 

Westf ield 

17.45 

Worcester  State  Hospital 

Worcester 

5.62 

*Dr.  Harry  C.  Solomon  Lowell  16.85 

Mental  Health  Center 


^'Licensed  as  a  State  Hospital 
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CHAMP  CERTIFICATION 

The  hospitals  listed  below  are  required  to  have  all  in-patient  bills  certified 
by  an  authorized  CHAMP  coordinator: 


HOSPITAL 


LOCATION 


EFFECTIVE  DATE 


Beth  Israel 

New  England  Medical  Center 
Peter  Bent  Brigham 
Children's  Hospital 


Boston 
Boston 
Boston 
Boston 


10/15/73 


Massachusetts  General  Hospital 
Boston  City  Hospital 
Wesson  Memorial  Hospital 
Mercy  Hospital 

Springfield  Hospital  Medical 

Center 


Boston 

Boston 

Springfield 

Springfield 

Springfield 


11/5/73 
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CHAMP  CERTIFICATION  LIST 


The  hospitals  listed  below  are  required  to  have  all  in— patient  bills  certified 
by  an  authorized  CHAMP  coordinator. 

HOSPITAL  LOCATION  EFFECTIVE  DATE 


Addison  Gilbert 

Gloucester 

5/22/74 

Amesbury 

Amesbury 

5/22/74 

Anna  Jacques 

Newbury  port 

5/22/74 

Athol  Memorial 

Athol 

3/11/74 

B.S.  Cable 

Ipswich 

5/22/74 

Berkshire  Medical  Center 

Pittsf ield 

12/17/73 

Beth  Israel 

Boston 

10/15/73 

Beverly 

Beverly 

5/22/74 

Bon  Secours 

Methuen 

3/13/74 

Boston  City 

Boston 

11/5/73 

Boston  Hospital  for  Women 

Boston 

12/17/73 

Brockton 

Brockton 

11/26/73 

Brookline 

Brookline 

6/24/74 

Brooks 

Brookline 

5/22/74 

Burbank 

Fitchburg 

1/14/74 

Cambridge 

Cambridge 

12/17/73 

Cape  Cod 

Hyannis 

3/13/74 

Cardinal  Cushing 

Brockton 

1/14/74 

Carney 

Boston 

12/17/73 

Central 

Somerville 

5/22/74 

Charles  Choate  Memorial 

Woburn 

4/22/74 

Chelsea  Memorial 

Chelsea 

5/22/74 

Children's  Medical 

Boston 

10/15/73 

Clinton 

Clinton 

1/14/74 

Cooley  Dickinson 

Northampton 

1/14/74 

Doctors  of  Boston 

Boston 

3/13/74 

Doctors  of  Worcester 

Worcester 

11/19/73 

Emerson 

Concord 

6/ 24  /  74 

Fairlawn 

Worcester 

12/5/73 

Fairview 

Great  Barrington 

1/14/74 

Falmouth 

Falmouth 

3/13/74 

Farren  Memorial 

Turners  Falls 

5/22/74 

Faulkner 

Boston 

3/13/74 

Framingham  Union 

Framingham 

3/13/74 

Franklin  County  Public 

Greenfield 

5/22/74 

Glover  Memorial 

Needham 

5/22/74 

Goddard  Memorial 

Stoughton 

1/14/74 

Grover  Manor 

Revere 

5/22/74 

Hahnemann 

Boston 

6/24/74 

Harley  Private 

Boston 

2/19/74 

Harrington  Memorial 

Southbridge 

1/14/74 

Haverhill  Municipal 

Haverhill 

3/13/74 

Henry  Heywood  Memorial 

Gardner 

1/14/74 
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HOSPITAL 


CHAMP  CERTIFICATION  LIST  (cont.) 

LOCATION  EFFECTIVE  DATE 


Hillcrest 

Pittsfield 

12/17/73 

Holden  District 

Holden 

5/22/74 

Holyoke 

Holyoke 

12/17/73 

Hubbard  Regional 

Web  ster 

1/14/74 

Huntington  General 

Boston 

5/22/74 

Hunt  Memorial 

Danvers 

5/22/74 

J.B.  Thomas 

Peabody 

5/22/74 

Jordan 

Plymouth 

3/13/74 

Joseph  P.  Kennedy  Memorial 

Boston 

3/13/74 

Kenmore 

Boston 

5/22/74 

Lawrence  General 

Lawrence 

3/13/74 

Lawrence  Memorial 

Medford 

5/22/74 

Leominster 

Leominster 

1/14/74 

Leonard  Morse 

Natick 

3/13/74 

Longwood 

Bos  ton 

6/24/74 

Lowell  General 

Lowell 

12/19/73 

Ludlow 

Ludlow 

5/22/74 

Lynn 

Lynn 

12/17/73 

Maiden 

Maiden 

3/11/74 

Marlboro 

Marlboro 

3/13/74 

Martha's  Vineyard 

Oak  Bluffs 

6/24/74 

Mary  A.  Alley 

Marblehead 

4/22/74 

Mary  Lane 

Ware 

1/14/74 

Mass.  Eye  &  Ear 

Boston 

1/14/74 

Mass.  General 

Boston 

11/5/73 

Mattapan  Chronic  Disease 

Boston 

5/22/74 

Me lr  os  e— Wake  f  iel d 

Melrose 

3/11/74 

Mercy 

Springfield 

11/5/73 

Milford  Whitinsville  Regional 

Mil  ford 

5/22/74 

Milford  Whitinsville  Regional 

Whitinsville 

5/22/74 

Milton 

Mil  ton 

2/19/74 

Morton 

Taunton 

2/19/74 

Mount  Auburn 

Cambridge 

12/17/73 

Nantucket  Cottage 

Nantucket 

6/24/73 

Nashoba  Community 

Ayer 

5/22/73 

New  England  Baptist 

Boston 

3/13/73 

New  England  Deaconess 

Boston 

3/13/73 

New  England  Medical  Center 

Boston 

10/15/73 
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Peter  Bent  Brigham 

Boston 

10/15/73 
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I.     CONSULTATION  PROGRAM  FOR  ELECTIVE  SURGERY  (SECOND  OPINION  PROGRAM) 

A.  Introduction 

In  order  to  implement  the  Legislature's  mandate  for  a  Second  Surgical 
Opinion  Program,  the  Department  has  established  the  Consultation  Program 
for  Elective  Surgery  (Program) .     The  Program  is  designed  to  obtain  inde- 
pendent judgments  from  qualified  specialists  prior  to  the  performance  of 
certain  elective  procedures  for  Medical  Assistance  recipients.     Any  recip- 
ient who  does  not  have  private  health  insurance  or  Medicare  coverage  and 
for  whom  any  of  the  surgery  procedures  listed  in  item  B  below  has  been 
recommended  must  complete  the  Program's  review  process.     Medical  Assis- 
tance recipients  who  have  private  health  insurance  or  Medicare  coverage 
need  not  participate  in  the  Program. 

B.  Elective  Surgery  Procedures 

The  following  are  the  elective  surgery  procedures  for  which  the  Program's 
review  process  is  required: 

1.  tonsillectomy  and/or  adenoidectomy ; 

2.  hysterectomy; 

3.  hemorrhoidectomy; 

4.  meniscectomy; 

5.  submucous  resection/rhinoplasty ,  repair  of  nasal  septum; 

6.  excision  of  varicose  veins;  and 

7.  disc  surgery/spinal  fusion. 

These  procedures  are  designated  "S.O."  in  the  surgery  service  descriptions 
in  the  Department's  regulations  governing  physician  services  (106  CMR 
433.000) . 

C.  Review  Process 

The  physician  proposing  to  perform  the  surgery,  whether  on  an  inpatient 
or  outpatient  basis,  must  initiate  the  review  process  by  contacting  the 
Department-designated  referral  center  assigned  to  the  hospital  where  the 
proposed  surgery  is  to  take  place.     There  are  five  referral  centers  in 
Massachusetts.     Each  referral  center  covers  an  area  that  corresponds  to 
one  of  the  five  Professional  Standards  Review  Organization  (PSRO)  regions. 
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The  Program  uses  two  different  review  processes:     criteria  review  and 
consultation.     The  nature  of  the  proposed  surgery  determines  which  process 
is  applicable.     The  referral  center  should  be  contacted  for  this  information. 

1.  Criteria  are  used  to  screen  recipients  for  whom  certain  designated 
procedures  have  been  proposed.     If  the  recipient's  medical  condition 
meets  the  established  criteria,  the  review  process  is  comolete,  and 
the  surgery  and  associated  medical  care  are  reimbursable.     If  the 
recipient's  medical  condition  does  not  meet  the  established  criteria, 
the  referral  center  will  notify  the  proposing  physician  and  the  recip- 
ient that  the  recipient  must  fulfill  the  consultation  requirement 
specified  in  item  2  below. 

2.  If  a  consultation  is  required,  the  referral  center  will  schedule  an 
appointment  for  the  recipient  with  a  qualified  consultant  as  defined  in 
each  referral  center  contract  with  the  Department.     If  the  consultant 
confirms  the  need  for  surgery,  the  review  process  is  complete,  and  the 
surgery  and  associated  medical  care  are  reimbursable.     If  the  consultant 
does  not  confirm  the  need  for  surgery,  the  referral  center  will  notify 
the  proposing  physician  and  the  recipient  of  the  consultant's  decision 
and  of  any  recommendations.     The  referral  center  will  then  schedule  a 
second  consultation  at  the  request  of  the  recipient.     The  Department 
will  not  pay  for  the  surgery  and  associated  medical  care  unless  the 
recipient  requests  and  receives  a  second  consultation.     After  the 
second  consultation,   the  review  process  is  complete,  and  the  surgery 
and  associated  medical  care  are  reimbursable  regardless  of  whether  or 
not  the  second  consultant  confirms  the  need  for  surgery. 

D-.     Waiver  of  the  Consultation  Requirement 

A  recipient  will  be  exempt  from  the  Program's  consultation  requirement  if 
the  referral  center  issues  either  of  the  waivers  listed  below. 

1 .  Travel  Waiver 

The  referral  center  will  issue  a  travel  waiver  if  there  is  no  qualified 
consultant  in  the  appropriate  field  within  a  10-  to  15-mile  radius  of 
the  recipient's  residence.     However,   if  the  recipient  is  willing  to 
travel  more  than  the  10  to  15  miles,  reimbursement  for  travel  expenses 
can  be  arranged  by  the  recipient's  social  worker. 

2 .  Special-Consideration  Waiver 

The  referral  center  will  issue  a  special-consideration  waiver  if  it 
determines  that  there  are  unusual  medical  circumstances  in  which 
requiring  a  consultation  would  result  in  undue  hardship  to  the  recip- 
ient.    If  the  referral  center  issues  a  special-consideration  waiver, 
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the  proposing  physician  will  be  responsible  for  supplying  the  referral 
center  with  postoperative  medical  documentation  for  purposes  of 
retrospective  review. 

E.  Notification 

The  referral  center  will  inform  the  proposing  physician  and  the  recipient 
of  the  outcome  of  each  consultation.     Upon  the  completion  of  the  review 
process  or  the  issuance  of  a  waiver,  the  referral  center  will  send  writ- 
ten notification  to  the  proposing  physician,  the  recipient,  and  the  hos- 
pital that  the  surgery  and  associated  medical  care  are  reimbursable. 
A  copy  of  the  notification  must  be  on  file  at  the  hospital  for  Department 
review  on  request. 

F.  Proposing  Physician's  Responsibility  in  the  Program 

It  is  the  responsibility  of  the  proposing  physician  to  inform  the  recipient 
of  the  Program's  review  requirements  and  to  initiate  the  review  process 
by  contacting  the  appropriate  referral  center.     The  proposing  physician 
must  not  arrange  a  consultation  independently  of  the  referral  center,  and 
he  must  provide  the  referral  center  with  the  recipient's  medical  history 
and  any  pertinent  test  results.     Prior  to  the  recipient's  admission  to 
the  hospital  or  the  performance  of  the  surgery  procedure,  the  physician 
must  have  received  notification  from  the  referral  center  that  the  recipient 
has  fulfilled  the  Program's  requirements. 

G.  Consultant's  Responsibility  in  the  Program 

The  consultant  must  provide  the  referral  center  with  the  required  consul- 
tation forms  indicating  his  recommendations  within  five  working  days  after 
the  consultation.     The  consultant  must  bill  the  referral  center,  not  the 
Department  or  the  recipient,  for  the  consultation.     Consultants  and  their 
associates  must  not  perform  the  recommended  surgery  procedure  or  provide 
any  other  related  medical  treatment  for  recipients  for  whom  they  have  pro- 
vided a  first  or  second  consultation. 

H.  Hospital's  Responsibility  in  the  Program 

When  the  primary  purpose  of  a  recipient's  admission  to  the  hospital  is  the 
performance  of  any  of  the  elective  procedures  in  item  B  above,   the  hospital 
must  have  received  written  notification  of  the  completion  of  the  Program's 
requirements  prior  to  scheduling  the  recipient's  admission  to  the  hospital. 

I .  Program  Restrictions 

1.     No  hospital  will  be  paid  for  furnishing  any  medical  or  surgery  service 
related  to  the  performance  of  a  designated  elective  procedure  unless 
the  recipient  has  completed  the  Program's  requirements. 
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I.     CONSULTATION  PROGRAM  FOR  ELECTIVE  SURGERY 

A.  Introduction 

In  order  to  implement  the  State  Legislature's  requirement  for  a  Second 
Opinion  Program,  the  Department  has  established  a  Consultation  Program 
for  Elective  Surgery     ("Program") .     The  Consultation  Program  for  Elective 
Surgery  is  designed  to  obtain  for  Medical  Assistance  recipients  quali- 
fied and  independent  judgments  concerning  the  def errability  or  non- 
def errability  of  certain  designated  surgical  procedures  when  performed 
on  an  elective  basis.     Surgery  is  not  deferrable  when  postponement  of 
the  procedure  for  six  months  or  more  is  likely  to  jeopardize  the  patient's 
life  or  essential  function,  or  cause  severe  pain. 

B.  Program  Function  and  Scope 

1.  As  a  condition  of  reimbursement  for  all  providers  of  medical  and 
hospital  services  to  Medical  Assistance  recipients  electing  to 
undergo  those  surgical  procedures  which  are  included  in  the  Program, 
Medical  Assistance  recipients  must  go  through  the  Program's  review 
process  prior  to  hospitalization. 

In  this  review  process,  the  recipient  receives  a  consultation  from  a 
qualified  specialist  concerning  the  def errability  or  no n-def errability 
of  the  proposed  surgery.     If  the  consultant  considers  that  the  surgery 
is  deferrable,  the  recipient  can  only  have  the  surgery  reimbursed  if 
(s)he  receives  a  second  consultation.     If  s(he)  receives  a  second  con- 
sultation through  the  Program,  the  Department  considers  that  the  re- 
cipient has  received  sufficient  information  to  make  an  informed  deci- 
sion concerning  the  surgery.     After  this  second  consultation,  the 
surgery  and  associated  care  is  reimbursable. 

It  is  not  necessary  that  the  consultation(s)  rendered  through  the 
Program  confirm  the  non-def errability  of  the  surgery  in  order  for 
providers  of  medical  and  hospital  services  to  be  reimbursed.     It  is 
only  necessary  that  the  recipient  go  through  the  Program's  process  to 
obtain  the  medical  judgments  concerning  the  surgery's  def errability . 
The  decision  as  to  whether  to  undergo  the  surgery  in  question  is  the 
recipient's  and  his/her  physician's. 

2.  The  surgical  procedures  for  which  the  Program's  review  process  is 
required  are: 

(a)  Tonsillectomy  and/or  Adenoidectomy 

(b)  Cholecystectomy 

(c)  Hemorrhoidectomy 

(d)  Hysterectomy 
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(e)  Disc  Surgery /Spinal  Fusion 

(f)  Joint  Cartilage  Surgery /Menisectoray 

(g)  Sub-Mucous  Resection/Rhinoplasty/Repair  of  Nasal  Septum 

(h)  Excision  of  Varicose  Veins 

C.      Physician  Responsibility  in  the  Program 

1.  The  physician  proposing  to  perform  such  surgery  must  initiate  the 
consultation  process  by  contacting  the  regional  referral  center 
operating  in  the  area  in  which  the  hospital  where  the  surgery  is 
to  take  place  is  located.    All  consultations  rendered  through  the 
program  will  be  set  up  through  a  regional  referral  center  designated 
by  the  Department.     The  regional  referral  center  will: 

a.  collect  all  necessary  patient  information; 

b.  arrange  for  the  patient  to  receive  consultation(s)  from  qualified 
physician(s)  in  the  field  which  treats  the  recipient's  complaint; 
and 

c.  communicate  the  outcome(s)  of  the  consultation(s)  to  the  recipient 
proposing  surgeon  and  recipient's  primary  physician  (where  appli- 
cable ), 

2.  MA-7  billing  forms  that  physicians  submit  for  performance  of  the 
specific  procedures  listed  in  item  B.2.  must  contain  at  least  the 
following  information,  depending  on  the  circumstances  under  which 
the  surgery  was  performed: 

a.  If  the  surgery  was  elective  and  it  was  the  primary  reason  for 
the  patient's  hospitalization,  the  prefix  "28"  must  be  used  with 
the  appropriate  procedure  code  (example:  a  cholecystectomy  per- 
formed under  these  circumstances  would  be  billed  using  the  proce- 
dure code  " 28-3620" )• 

b.  If  the  primary  reason  for  the  hospitalization  was  not  the  surgical 
procedure  for  which  the  surgeon  is  billing,  the  prefix  "28"  must 
be  used  with  the  appropriate  procedure  code  and  the  admitting 
diagnoses  must  be  written  in  the  box  labelled  "Remarks"  on  the 
MA-7  form. 

c.  If  the  surgery  was  not  elective  and  the  recipient  was  admitted 
through  an  emergency  or  urgent  admission,  the  prefix  "29"  must 

be  used  with  the  appropriate  procedure  code  (example:  a  cholecys- 
tectomy performed  under  these  circumstances  would  be  billed  as 
"29-3620") . 

3.  When  arranging  for  the  recipient's  hospitalization,  the  attending  sur- 
geon must  furnish  the  hospital  with  evidence  of  the  recipient's  having 
obtained  consultation(s)  through  the  Program. 
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D.  Hospital  Responsibility  in  the  Program 

A  hospital  will  not  be  reimbursed  for  any  Medical  Assistance 
recipient's  inpatient  stay  when  the  primary  purpose  for  hospitali- 
zation is  the  performance  of  any  of  the  procedures  listed  in  item 
B.2.on  an  elective  basis  unless  the  recipient  has  received  consulta- 
tion^) on  the  def errability  or  non-def errability  of  the  procedure 
through  the  Program. 

E.  Effective  Dates 

The  dates  of  the  implementation  of  the  Program  will  vary  with  the 
region  in  which  the  hospital  where  the  recipients  are  admitted  is 
located.    Physicians  and  hospitals  will  receive  notification 
identifying  the  regional  referral  center  which  will  arrange  for  the 
consultations  of  his/her  patients,  the  date  after  which  (s)he  must 
begin  to  have  his/her  patients  go  through  the  Program,  and  further 
billing  instructions. 
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2.  If  a  physician  suspects  that  a  diagnostic  procedure  (for  example, 
dilation  and  curettage)  will  reveal  that  a  surgery  procedure 
requiring  a  second  opinion  should  be  performed  during  the  same 
operative  session,  he  must  contact  the  referral  center  to  arrange 
a  consultation  before  proceeding  with  the  examination. 

3.  If  a  recipient  requires  a  second  consultation,  he  must  request  the 
consultation  within  six  months  after  the  date  of  the  first  consulta- 
tion, or  he  will  be  required  to  re-enter  the  Program. 

4.  Surgery  must  be  performed  within  six  months  after  the  completion  of 
the  Program's  requirements,  or  the  recipient  will  be  required  to 
re-enter  the  Program. 
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CHRONIC  DISEASE  AND  REHABILITATION  HOSPTTAT.S  AMn  TTNTTC 


DEFINITIONS 

These  definitions  are  meant  as  general  guidelines  and  are  not  meant 
as  substitutes  for  regulations  issued  by  the  Department  of  Public 
Health  for  the  licensure  of  chronic  disease  and  rehabilitation  hospi- 
tals or  units. 

A.  A  chronic  disease  hospital  or  unit  is  a  facility  devoted  to  the 
care  and  treatment  of  patients  whose  condition  requires  frequent 
physician  visits  in  addition  to  skilled  nursing  and  regular 
intervention  by  other  therapists  and  technicians.     The  illness 
is  expected  to  continue  for  an  extended  period. 

B.  A  rehabilitation  hospital  or  unit  is  a  facility  or  part  of  a 
facility  devoted  to  the  provision  of  comprehensive  services  to 
patients  with  primarily  physical  handicaps,  although  coordinated 
to  minimize  the  patients'  mental,  social  and  vocational  disadvan- 
tages.    The  course  of  treatment  is  limited  to  the  period  in  which 
the  patient  continues  to  make  progress  towards  his  treatment  goal, 
as  described  in  the  patient's  service  plan. 


II-     STANDARDS  FOR  RECIPIENT  ELIGIBILITY  FOR  CHRONIC  OR  REHABILITATION 
HOSPITAL  CARE 


Hospital  services  are  reimbursable  for  all  Medical  Assistance 
recipients  (those  recipients  whose  categoies  are  00,  01,  02,  03, 
05,  06,  07,  or  08  on  the  Medicaid  Eligibility  Card). 


Hospitals  providing  inpatient,  outpatient,  or  emergency  room  serv- 
ices to  recipients  of  General  Relief  (category  04)  will  not  be 
reimbursed  except  for  those  "life-sustaining  drugs"  listed  in 
Section  J  of  the  Medical  Care  Plan. 


A. 


Medical  Assistance  Recipients 


B. 


General  Relief  Medical  Assistance  Recipients 
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111 •  CONDITIONS  OF  PARTICIPATION  IN  THE  MEDICAL  ASSISTANCE  PROGRAM 


A.     To  be  eligible  for  participation  in  the  Medical  Assistance  Program 
as  a  chronic  disease  or  rehabilitation  hospital  or  unit,  a  facility 
must: 


1.  be  licensed  or  operated  by  the  Department  of  Public  Health  or  the 
Department  of  Mental  Health  as  a  chronic  disease  or  rehabilitation 
hospital  or  unit; 

2.  have  an  all-inclusive  per  diem  rate  established  by  the  Rate 
Setting  Commission; 

3.  be  approved  as  a  Medicare  provider,  have  a  Medicare  number, 
and  participate  in  the  Medicare  program; 

4.  meet  all  federal  requirements  for  utilization  review  for 
institutional  services,  as  specified  in  45  CFR  250.19(a). 
Note  that  these  regulations  include  requirements  for  post- 
admission  review,  concurrent  stay  review  and  notification  of 
the  Medical  Assistance  Program  of  all  changes  in  determination 
of  level  of  care; 


5.     have  in  operation  a  program  of  pre-admission  screening,  approved 
by  the  Department  of  Public  Health.     The  program  must  follow 
the  guidelines  below: 


a.  uses  criteria  no  less  strict  than  the  Department  of  Public 
Welfare/Department  of  Public  Health  chronic  hospital  level-of- 
care  criteria; 

b.  performs  the  review  no  more  than  two  working  days  prior  to 
admission; 


c.  certifies  that  the  patient  will  require  chronic  or  rehabili- 
tation hospital  care  at  the  time  of  admission;  and 

d.  keeps  such  records  as  are  required  to  document  items  III. A. 5. a 
through  c. 

Having  met  the  above,  a  facility  may  apply  for  participation  in  the 

Medical  Assistance  Program.     If  the  facility  then  signs  a  provider 

agreement  governing  participation,  the  facility  will  receive  a 

provider  number.    The  facility  may  then  bill  the  Department 

for  services  furnished  to  recipients.    An  effective  date  will 

be  set  which  will  represent  the  first  date  of  service  for  which  a 

hospital  may  bill.     Complete  instructions  on  billing  the  Department 
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may  be  found  in  Section  A  of  this  Chapter. 

C.  Any  facility  participating  in  the  Medical  Assistance  Program  which 
ceases  to  meet  any  of  the  above  standards  or  criteria  will  be  ter- 
minated from  the  Program.    Facilities  participating  in  the  Program 
as  of  November  1,  1977,  must  be  in  compliance  with  or  be  making 
progress  toward  compliance  with  these  regulations  by  March  1,  1978. 
For  facilities  which  have  made  application  to  other  state  agencies 
for  required  approvals  (e.g.,  Determination  of  Need),  the  Depart- 
ment will  waive  the  March  1,  1978  deadline  pending  action  on  their 
applications. 

D.  Any  facility  which  can  demonstrate  to  the  satisfaction  of  the 
Department  of  Public  Welfare,  Department  of  Public  Health,  and  Rate 
Setting  Commission  that  its  current  method  of  operation  or  model  of 
care  is  the  lowest  cost  alternative  for  the  provision  of  a  level  or 
levels  of  care  will  be  treated  on  an  exceptions  basis  whereby  item 
IV. C  below  may  be  waived  and  item  III. A. 5  adapted.    The  burden 

of  proof  of  eligibility  for  such  status  rests  with  the  facility;  and 
final  authority  for  granting  or  withholding  such  status  is  retained 
by  the  Department  of  Public  Welfare. 

(E.g.,  if  a  facility  can  show  that  its  current  rate  of  reimbursement 
is  lower  than  the  average  of  its  chronic,  Level  II,  and  Level  III 
rates,  weighted  by  patient  distribution  and  adjusted  for  items  not 
included  in  the  rate,  then  the  facility  would  be  judged  cost-effective 
and  item  IV. C  below  would  be  waived.) 

IV.    BILLABLE  DAYS 


A.  Billing  shall  commence  on  the  day  of  admission  regardless  of  the 
admitting  hour.    The  day  during  which  the  recipient  leaves  the 
hospital  is  considered  the  discharge  day  and  is  not  a  billable  day. 
If  a  recipient  dies  during  an  inpatient  stay  the  day  of  death  is  not 
a  billable  day  unless  it  is  also  the  day  of  admission. 

B.  Services  ordered  in  the  emergency  room  or  outpatient  department  on 
the  day  of  admission,  during  the  inpatient  stay,  or  on  the  day  of 
discharge  are  not  billable. 

C.  Chronic  disease  and  rehabilitation  hospitals  and  units  will  be  reim- 
bursed for  care  provided  to  recipients  at  skilled  nursing  facility 
(SNF)  or  intermediate  care  facility  (ICF)  levels  of  care,  as  deter- 
mined by  utilization  review  or  Periodic  Medical  Review,  only  if  well- 
documented  placement  efforts  are  made.    Documentation  of  a  placement 
search  shall  consist  of  a  log  of  all  telephone  calls  made  to  long 
term  care  facilities  to  place  a  recipient,  and  monthly  summaries  of 
placement  efforts  in  a  patient's  record.    An  acceptable  placement 
effort  consists  of  calls  made  at  least  twice  weekly  to  all  long  term 
care  facilities  in  the  chronic  or  rehabilitation  hospital's  usual 


Trans,  by  MA  Letter  176 


Massachusetts  Public  Assistance  Policy  Manual      Rev,  -ft/78 


Chapter  VII  MEDICAL  CARE  PLAN  Section  C 

Part  5 

 HOSPITALIZATION  Page  4 

catchment  area.    The  log  must  contain  a  list  of  all  such  facilities. 
The  rate  of  reimbursement  will  be  the  hospital's  perddiem.    No  reim- 
bursement will  be  made  after  90  consecutive  days  of  care  at  the  SNF 
or  ICF  level  unless  the  facility  has  made  application  to  the  Deter- 
mination  of  Need  Program  of  the  Department  of  Public  Health  to  down- 
grade the  level  of  care  of  the  unit  in  which  the  SNF  or  ICF  recipients 
are  located.    Treatment  of  Level  IV  recipients  is  not  reimbursable. 

D.    However,  SNF  or  ICF  level  days  are  reimbursable  in  the  following 
cir euros tances . 

1.  SNF  or  ICF  level  days  are  reimbursable  when  the  Department  has 
determined  that  the  facility's  method  of  operation  or  model  of 
care  is  the  lowest  cost  alternative  for  the  provision  of  a  level 
of  care  pursuant  to  item  III.D  above. 

2.  SNF  or  ICF  level  days  are  reimbursable  for  patients  awaiting 
final  determination  of  Medical  Assistance  eligibility  for  the 
following  categories: 


Cuban  Relief  (00) 
Vietnamese  and  Cambodian  Refugee  (00) 

AFDC  (02) 

MA/ Aged  (05) 

MA/ AFDC  (06) 

MA/Disabled  (07) 

MA  under  21  (08) 


Such  days  are  reimbursable  only  when  all  the  following  conditions 
have  been  iret: 

a«    A  completed  application  for  public  assistance  must  be  sub- 
mitted to  the  appropriate  WS0  and  shown  to  the  Department  or 
its  agent.    SNF  or  ICF  days  incurred  prior  to  the  filing  of 
the  completed  application  are  not  reimbursable  unless  retro- 
active eligibility  is  established.     In  those  cases  where  a 
completed  application  has  been  submitted  to  the  appropriate 
WSO  by  the  patient  or  his  family,  the  hospital  may  request 
the  WSO  to  telephone  the  PSRO  coordinator  to  confirm  that  a 
final  determination  of  eligibility  is  pending. 

(1)  For  categories  00  and  02,  the  AP-1  application  form  must 
be  completed  by  the  patient  or  a  member  of  the  patient's 
family. 
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(2)  For  categories  05,  06,  07,  and  08,  the  hospital  may 
submit  on  behalf  of  the  patient  a  completed  application 
form  SS-37.    For  category  07,  completed  forms  SS-32  and 
SS-33  must  also  be  submitted. 

(3)  For  all  categories,  when  retroactive  eligibility  is 
requested,  form  SS-37A  must  be  completed. 

b.  The  hospital's  inability  to  discharge  such  a  patient  to  another 
level  of  care  must  specifically  result  from  the  pending  status 
of  the  patient's  eligibility. 

c.  The  patient  must  be  determined  to  be  eligible  by  the  Depart- 
ment. 

3.    SNF  or  ICF  level  days  are  reimbursable  for  patients  awaiting  final 
determination  of  Medical  Assistance  eligibility  for  the  SSI/Aged 
(category  01)  and  SSI/Disabled  (category  03)  program  of  Supple- 
mental Security  Income  when  all  the  following  conditions  have  been 
met: 

a.  A  completed  application  for  Supplemental  Security  Income  must 
be  submitted  by  the  hospital  on  behalf  of  the  patient  to  the 
appropriate  Social  Security  office  and  must  be  shown  to  the 
Department  or  its  agent.     Patients  whose  SSI  application  has  been 
filed  prior  to  hospital  admission  shall  verify  to  the  Depart- 
ment or  its  agent  that  such  an  application  has  been  filed.  SNF 

or  ICF  level  days  incurred  prior  to  the  filing  of  the  completed 
SSI  application  are  not  reimbursable.     The  SSI  application  must 
include  items  a  and  b,  below.    Applications  for  SSI/Disabled 
must  include  a,  b,  and  c. 

(1)  For  individuals  -  form  SSA  8002 

For  individuals  with  spouse  -  form  SSA  8002 
For  couples  -  form  SSA  8000 

(2)  Statement  of  Income  and  Resources  -  form  SSA  9010 

(3)  Medical  History  and  Disability  Report  (form  SSA  401)  for 
applicants  for  SSI/Disabled.     This  report  must  include 
substantiating  medical  evidence  upon  which  the  patient's 
physician  has  based  his  diagnosis. 

b.  The  hospital's  inability  to  discharge  such  patients  to  another 
level  of  care  must  specifically  result  from  the  pending  status 
of  the  patient's  eligibility. 
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c.    The  patient  must  be  determined  to  be  eligible  by  the  Social 
Security  Administration. 

4.  When  a  patient  is  awaiting  final  determination  of  eligibility  for 
Medical  Assistance,  regardless  of  category,  the  SNF/ICF  benefit 
limitation  of  90  days  begins  on  the  date  on  which  eligibility  is 
established. 

5.  SNF  or  ICF  level  days  are  reimbursable  when  termination  of  the 
license  or  sanctioning  of  a  long  term  care  facility  requires  a 
hospital  to  provide  care  for  Medical  Assistance  recipients 
transferred  on  an  emergency  basis  because  of  action  of  either 
the  Department  of  Public  Welfare  or  the  Department  of  Public 
Health.    The  Department  of  Public  Welfare  or  its  agent  may  deter- 
mine that  days  are  reimbursable  under  these  circumstances  only 
when  the  hospital  record  contains  a  letter  from  the  Commissioner 
of  the  Department  of  Public  Welfare.    This  letter  must  state  that 
an  emergency  exists  which  requires  the  recipient's  relocation 
from  the  long  term  care  facility  to  a  hospital  because  no  other 
long  term  care  bed  is  immediately  available. 
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Chapter  VII 


PRIMARY  CARE  MEDICAL  CLINICS  AND  CENTERS 


I.  INTRODUCTION 

Free  standing  or  hospital  based  medical  clinics  and  centers  are  treatment 
resources  which  offer  direct  medical,  diagnostic,  therapeutic,  dental,  psy- 
chological, or  restorative  services  to  persons  living  in  the  community  or 
needing  specialized  care  which  is  unavailable  in  their  immediate  area.  The 
Department  recognizes  two  general  types  of  clinics:     those  which  provide 
primary  care  and  those  which  provide  specialty  care. 

A.  Primary  Care  Clinics  and  Centers 

1.  Most  primary  care  medical  clinics  and  centers  are  listed  as  Neigh 
borhood  Health  Centers. 

2.  Primary  care  medical  clinics  and  centers  offer  a  source  of  ongoing 
physician  office  care.     These  facilities  are  usually  physically 
separate  from  larger  institutions  and  are  located  in  areas  in  which 
the  supply  of  practicing  physicians  often  does  not  meet  the  medical 
needs  and  demands  of  the  surrounding  community. 

i 

3.  Hospitals  where  the  health  emphasis  is  on  inpatient,  emergency  and 
sub-specialty  care  may  also  provide  primary  care.    When  primary  care 
is  provided  by  a  hospital,  the  Department  will  reimburse  according 
to  the  hospital  outpatient  rate.     When  a  hospital  provides  primary 
care  through  a  facility  that  is  physically  separate  from  the  hospital 
and  which  emphasizes  primary  care  rather  than  inpatient,  emergency 

or  sub-specialty  care,  reimbursement  is  made  on  a  primary  care  fee 
schedule  rather  than  according  to  hospital  fee  schedule  rates. 

B.  Specialty  Care  Clinics  and  Centers 

Specialty  care  medical  clinics  and  centers  offer  equipment,  technique, 
and  personnel  to  diagnose  and  treat  specific  medical  problems.  Such 
clinics  and  centers  may  be  located  in  either  institutional  or  non- 
institutional  settings.    The  need  for  specialty  care  clinic  and  center 
services  is  usually  determined  by  a  physician.     Specialty  clinics  provide 
services  such  as:     rehabilitation  therapy,   speech  and  hearing  therapy, 
family  planning  services,  mental  health  services,  and  dental  services. 
A  list  of  specialty  clinics  and  centers  which  participate  in  the  Medical 
Assistance  Program  may  be  found  in  the  section  of  this  manual  appropriate 
to  the  specialty  service  offered. 
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PRIMARY  CARE  MEDICAL  CLINICS  AND  CENTERS 


II.     PRIMARY  CARE  CERTIFIED  NEIGHBORHOOD  HEALTH  CENTERS;  CHARACTERISTICS 

For  purposes  of  billing,  a  Neighborhood  Health  Center  has  the  following 
characteristics : * 


(a)  The  existence  of  an  on-going  administrative  structure  including  a 
medical  director. 

(b)  Possession  of  a  Federal  Employee  Identification  (FEI)  number. 

(c)  Possession  of  a  free  standing  clinic  license  from  the  Department 
of  Public  Health. 

(d)  Each  provider  of  service  is  employed  by  the  corporation  and  re- 
linquishes all  rights  to  bill  and  to  receive  payment  from  Medical 
Assistance  for  services  rendered  at  the  center. 

(e)  A  governing  or  advising  structure  which  allows  guidance  and  direc- 
tion from  the  people  who  utilize  the  services  of  the  center. 

(f)  A  location  separate  from  a  hospital. 

(g)  The  capacity  or  the  intention  to  provide  comprehensive  primary 
medical  services. 


III.     SERVICES  BILLABLE  AT  NEIGHBORHOOD  HEALTH  CENTER  FEE  SCHEDULE  RATES 

A.  Certification  as  a  Neighborhood  Health  Center  enables  a  provider  to  bill 
the  Department  for  the  following  services  at  the  Neighborhood  Health 
Center  fee  schedule  rates: 

(a)  Pediatrics 

(b)  Adult  medicine 

(c)  Ob-gyn  and  family  planning 

(d)  Psychiatry 

(e)  Allergy 

(f)  Other  specialties  provided  by  a  physician 

(g)  Home  nursing  visits  by  a  registered  nurse 

B.  A  health  center  using  a  fee  schedule  other  than  the  Neighborhood  Health 
Center  schedule  (i.e.  hospital  outpatient),  must  sign  a  written  agree- 
ment with  the  Department. 

*N0TE:        A  Neighborhood  Health  Center  which  has  the  characteristics  described 


above,  but  which  meets  criteria  (a),   (b) ,   (c)  &  (d)  by  means  of  hospital 
administration,  staffing,  and  licensure  will  be  considered  a  Neighbor- 
hood Health  Center  for  purposes  of  reimbursement. 
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PRIMARY  CARE  MEDICAL  CLINICS  AND  CENTERS 


IV.     SERVICES  BILLABLE  UNDER  SPECIFIC  FEE  SCHEDULES 

Certification  as  a  Neighborhood  Health  Center  also  enables  the  provider  to 
bill  the  Department  for  the  following  services  according  to  the  fee  schedule 
and  program  policy  appropriate  to  that  service: 


(a)  Podiatry  service  by  a  licensed  podiatrist. 

(b)  Eye  testing  service  by  a  licensed  optometrist. 

(c)  Laboratory  services  for  health  center  patients. 

(d)  Physical  therapy  by  a  therapist  who  has  been  trained,  registered 
and  certified  according  to  Section  3.2.1  of  the  Conditions  of  Par- 
ticipation Guidelines  for  Restorative  Services. 

(e)  Occupational  therapy  by  an  occupational  therapist  currently  regis- 
tered with  the  American  Occupational  Therapy  Association. 

(f)  Speech  therapy  by  a  speech  pathologist  who  meets  the  requirement 
listed  in  Section  3.2.3  of  the  Conditions  of  Participation  Guide- 
lines for  Restorative  Services. 

(g)  Psychological  testing  provided  by  a  licensed  psychologist  who  meets 
requirements  listed  in  Section  M,  of  this  chapter. 


V.     SERVICES  BILLABLE  WITH  ADDITIONAL  CERTIFICATION 

For  purposes  of  reimbursement,  the  Department  also  recognizes  other  types  of 
free  standing  clinics,  centers  and  agencies.     These  facilities  have  their  own 
fee  schedules  established  by  the  Rate  Setting  Commission.     In  order  for  a 
Neighborhood  Health  Center  to  bill  at  these  other  fee  schedule  rates,  a  Health 
Center  must  seek  additional  certification  under  the  appropriate  Conditions  of 
Participation.     Such  clinics,  centers  and  agencies  include: 


(a)  Mental  Health  Center  or  Mental  Health  Program  within  a  Neighborhood 
Health  Center  (see  Section  M  of  this  Chapter), 

(b)  Family  Planning  Agency  (see  Section  R  of  this  Chapter). 

(c)  Speech  and  Hearing  Clinics  or  Speech  and  Hearing  Program  within  a 
Neighborhood  Health  Center  (see  Section  P  of  this  Chapter). 

(d)  Home  Health  Agency  (see  Section  F  of  this  Chapter). 

(e)  Pharmacy  (see  Section  J  of  this  Chapter). 

(f)  Dental  clinics  (see  Section  H  of  this  Chapter). 

(g)  766  Core  Evaluation  (see  Section  V  of  this  Chapter). 
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VI.     RESTRICTED  PROGRAM  FOR  GENERAL  RELIEF  RECIPIENTS 

A.  Services  provided  to  General  Relief  recipients  are  reimbursable  only  in 
those  Neighborhood  Health  Centers  that  are  free-standing.    To  be  free- 
standing for  the  purpose  of  General  Relief  Medical  Assistance  reimburse- 
ment the  Health  Center  must: 

1.  Have  a  location  separate  from  a  hospital, 

2.  Bill  on  an  MA-8  invoice  and  be  assigned  a  provider  number  with  the 
first  two  digits  of  "13",  and 

3.  Bill  at  the  rates  set  by  the  Rate  Setting  Commission  for  Free- 
standing Neighborhood  Health  Centers. 

B.  The  following  services  are  reimbursable  when  provided  to  General  Relief 
recipients  at  Neighborhood  Health  Centers: 

1.  Clinic  visits  (service       codes  019088  -  019089) 

2.  Home  nursing  visits  (service       codes  019090  -  019091) 

3.  Laboratory  services 

4.  Vision  care  services 

5.  Dental  services 

6.  Pharmacy  services 

C.  The  following  services  are  not  reimbursable  when  provided  to  General 
Relief  recipients  at  Neighborhood  Health  Centers: 

1.  Podiatry  services 

2.  Physical,  speech,  and  occupational  therapy  services 

3.  Psychological  testing 

4.  Mental  health  services 

5.  Family  planning  services 

6.  Speech  and  hearing  evaluations 
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VII „  RADIOLOGY  SERVICES  FURNISHED  IN  A  NEIGHBORHOOD  HEALTH  CENTER 

A.  Eligibility 

A  Neighborhood  Health  Center  is  eligible  to  bill  the  Department  for 
diagnostic  radiology  services  furnished  to  a  recipient  only  under 
the  following  conditions: 

1.  The  radiology  equipment  used  to  perform  the  services  must  be 
located  at  the  Center  and  must  be  approved  by  the  Massachusetts 
Department  of  Public  Health. 

2.  The  radiology  equipment  must  be  operated  by  a  physician  or 
registered  technologist. 

3.  Radiologists  on  the  Center's  staff  must  be  certified  by  or 
eligible  for  examination  by  the  American  Board  of  Radiology,  Inc. 

4.  A  radiologist  on  the  Center's  staff  must  interpret  the  results 
of  the  radiology  service  within  24  hours  after  completion  of  the 
service. 

r 

5.  A  radiologist  on  the  Center's  staff  must  supervise  the  activities 
of  the  registered  technologist. 

■ 

6.  A  physician's  order  and  medical  justification  for  each  radiology 
service  must  be  documented  in  the  recipient's  central  medical 
record. 

7.  Before  purchasing  radiology  equipment,  a  Center  must  have  obtained 
either: 

a.  a  Certificate  of  Need;  or 

b.  a  letter  from  the  Department  of  Public  Health  stating  that  a 
Certificate  of  Need  is  not  necessary. 

8.  The  radiology  services  offered  by  the  Center  must  be  approved  by 

the  Department  for  reimbursement  under  the  Medical  Assistance  Program, 
and  such  approval  is  recited  in  a  written  provider  agreement  bet- 
ween the  Center  and  the  Department. 

B.  Fee  Schedule  Explanation 

1.     The  maximum  allowable  fees  listed  in  Part  2,  item  II  of  this 
Section  include  both  the  technical  and  professional  components 
of  the  radiology  service. 
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2.  The  maximum  allowable  payment  for  a  service  shall  be  the  lower 
of  the  following: 

a.  the  amount  listed  in  the  fee  schedule;  or 

b.  the  Center's  usual  and  customary  fee. 

3.  The  Department  will  pay  for  the  radiology  services  listed  in 
Part  2,  item  II. A   of  this  Section  only  if  the  Neighborhood 
Health  Center  meets  the  eligibility  requirements  set  forth  in 
item  VILA  of  this  Part. 

4.  The  Department  will  pay  for  the  radiology  services  listed  in 
Part  2,  item  II. B   of  this  Section  only  if: 

a.  the  Neighborhood  Health  Center  meets  the  eligibility  require- 
ments in  item  VILA  of  this  Part;  and 

b.  a  radiologist  is  present  in  the  room  in  which  the  services 
are  being  performed.     The  radiologist  must  directly  supervise 
the  radiology  services. 

5.  Radiology  services  which  are  not  listed  in  items  II. A  or  II. B 
are  not  reimbursable  when  furnished  in  a  Neighborhood  Health 
Center.     The  Neighborhood  Health  Center  should  refer  a  Medical 
Assistance  recipient  to  an  acute  hospital  for  performance  of  such 
services . 

6.  Some  services  listed  in  the  fee  schedule  are  designated  "I.C", 
an  abbreviation  for  individual  consideration.     This  means  that 
a  specific  fee  could  not  be  established.     The  amount  of  reim- 
bursement for  "I.C."  procedures  will  be  determined  by  the 
Department's  professional  advisors  based  on  the  physician's 
report  of  services  rendered.     If  a  report  is  not  submitted,  no 
payment  will  be  allowed. 

7.  Some  services  listed  in  the  fee  schedule  are  designated  "LP.", 
an  abbreviation  for  independent  procedure.     This  designation  is 
given  to  services  which  are  typically  performed  in  conjunction 
with  a  non-independent  procedure  service.     Since  these  services 
are  included  in  the  fee  for  the  non-independent  procedure  service, 
no  additional  charge  for  them  is  allowed.     Billing  for  a  service 
designated  "I.P."  is  permitted  only  when  the  "LP."  service  is 
performed  as  an  independent  procedure,  i.e.,  at  a  separate  sitting 
or  visit  and  not  in  conjunction  with  any  other  radiology  service. 
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PRIMARY  CARE  CERTIFIED  NEIGHBORHOOD  HEALTH  CENTER  FEE  SCHEDULE 


For  clarity  in  interpreting  the  fee  schedule,  the  following  terms  are  defined: 

A.  Clinic  Visit:    A  face-to-face  meeting  between  a  patient  and  a  physician 
or  nurse  (LPN  or  RN)  where  a  significant  health  care  service  is  rendered. 
Any  health  care  service  by  a  nurse  must  be  provided  under  the  direct  and 
immediate  supervision  of  a  practicing  physician  who  must  be  available  on 
the  premises  during  the  visit. 

The  Department  recognizes  that  certain  situations  such  as  lack  of  physi- 
cian resources  may  prohibit  strict  compliance  with  the  above.     In  order 
to  bill  the  Department  for  nurse  services  not  under  direct  and  immediate 
on  site  supervision  by  a  physician,  the  clinic  or  center  must  have  a 
written  agreement  with  the  Department. 

B.  Home  Nursing  Visit:    A  face-to-face  meeting  between  a  patient  and  a  Regis- 
tered Nurse  in  the  patient's  residence  where  the  nurse  is  carrying  out  a 
treatment  plan  ordered  by  a  health  center  physician. 


Service  Code 


Clinic  Visits 


Fee 


019088 
019089 

019090 
019091 


primarily  sick  visit 
primarily  well  visit 
Home  Nursing  Visits* 
primarily  sick  visit 
primarily  well  visit 


$20.00 
20.00 

10.00 
10.00 


The  designations  of  "primarily  sick"  or  "primarily  well"  are  for  informa- 
tional purposes  only.     They  are  not  meant  to  affect  the  provision  of  care. 
Billing  for  each  visit  should  reflect  whether  the  patient  was  seen  pri- 
marily to  diagnose  or  treat  a  specific  problem  (sick  visit),  or  to  monitor 
the  general  health  of  a  person,  including  routine  immunizations  and  regu- 
lar physicals  (well  visit). 

*N0TE:     A  center  must  have  a  signed  agreement  with  the  Department  to  bill 
for  these  services. 
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II.     FEE  SCHEDULE  FOR  RADIOLOGY  SERVICES  FURNISHED  IN  A  NEIGHBORHOOD 
HEALTH  CENTER 

A.     Routine  Services 


Service 
Code 

017008 

017009 

017014 

017015 

017020 

017021 

017025 

017026 

017030 

017039 

017049 

017054 

017059 
017060 

017070 

017071 
017077 


Procedure  Description 
Eye  determination  of  foreign  body 
Eye  localization  of  foreign  body 
Mandible,  unilateral,  two  views 

bilateral,  more  than  two  views 
Mastoids,  less  than  four  views 

minimum  four  views 
Facial  bones,  orbits,  unilateral 

bilateral,  minimum  three  views 
Nasal  bones,  three  views  minumum 
Optic  foramina 

Paranasal  sinuses,  four  views  minimum 

Skull,  paranasal  sinuses ,  or  sella  turcica,  single 
view 

Skull  or  sella  turcica,  two  to  four  views 

Skull  with  stereo  as  indicated,  minimum  five  views 
(complete  study) 

Tempromandibular  joints,  open  and  closed, 
unilateral 

bilateral 

Neck,  soft  tissues  examination 


Allowable 
Fee  

$20.00 

20.00 

15.00 

18.00 

20.00 

33.00 

20.00 

30.00 

15.00 

15.00 

20.00 

10.00 
25.00 

33.00 

18.00 
25.00 
12.00 
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Service 
Code 

017080 

017085 

017101 

017102 

017103 

017150 

017151 

017170 

017175 

017200 

017205 
017210 
017211 

017212 
017213 
017217 
017220 

017221 

017222 


Procedure  Description 
Larynx  and  hypopharynx 
Salivary  gland  for  calculus 
Chest,  single  view 

P. A.  and  lateral  view,  two  views 

multiple  views,  three  or  more 
Ribs,  unilateral,  minimum  three  views 

bilateral,  minimum  five  views 

Sternum,  three  views  minimum 

Sternoclavicular  joints,  three  views  minimum 

Spine,  entire,  survey  study,  A. P.  and  lateral 
each  area 

cervical,  A. P.  and  lateral,  two  views 

thoracic,  A. P.  and  lateral,  two  views 

thoraco-lumbar  (lower  thoracic,  upper  lumbar), 
two  views 

lumbar,  A. P.  and  lateral 
lumbosacral,  minimum  three  views 
Scoliosis    survey,  fusion  or  leg  length  integrity 


Pelvis  and  hips  or  sacroiliac  study,  one  view 
only 

One  A. P.  view  of  pelvis  and  both  hips  with 
any  of  above  spinal  x-rays 


Allowable 
Fee  

$15.00 

15.00 

12.00 

15.00 

20.00 

20.00 

25.00 

15.00 

15.00 

40.00 
18.00 
18.00 

20.00 
20.00 
20.00 
18.00 

15.00 


add  8.00 


Stereo  any  part  of  the  spine  or  pelvis,  two 

views  with  any  of  the  above  x-rays  add 


8.00 
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Service 
Code 

017223 


017225 

017226 

017227 

017228 
017260 

017261 
017265 
017270 
017276 
017280 
017286 
017290 
017300 
017301 
017304 
017308 
017309 
017310 


add 


add 


Procedure  Description 

Obliques,  any  part  of  the  spine  or  pelvis, 
two  views  with  any  of  above  spinal  x-rays 

Flexion  and  extension,  any  part  of  spine, 
two  views  with  any  of  above  spinal  x-rays 

Bending  views,  any  part  of  spine,  one 
projection, two  views 

Pelvis  or  sacroiliac  joints,  minimum  three 
views  (pelvimetry  see  017390) 

Sacrum  and/or  coccyx 

Acromioclavicular  joints,  clavicle,  scapula,  or 
shoulder,  one  view 


two  views 

three  or  more  views  with  or  without  distraction 
Humerus,  two  views 
Elbow,  three  views 
Forearm,  two  views 
Wrist,  three  views 

Hand  or  fingers,  three  view  minimum 
Hip,  one  view 

A. P.  and  lateral 
Hip  and/or  pelvis,  more  than  two  views 
Femur  (thigh)  including  one  joint 

shaft,  A. P.  and  lateral 
Knee,  minimum  three  views 


Allowable 
Fee 


add    $  8.00 


8.00 

8.00 

20.00 
15.00 

12.00 
13.00 
15.00 
15.00 
15.00 
13.00 
15.00 
15.00 
12.00 
15.00 
18.00 
15.00 
15.00 
15.00 
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Service 

Code  Procedure  Description 

017311  tunnel  or  subpatella  study,  two  views  add 

017315  Tibia  and  fibula  (lower  leg),  two  views  minimum 

017316  Leg,  including  one  joint 
017319  Ankle,  three  views  minimum 

017323  Foot  and/or  toes,  routine  study,  minimum  three 

views 

017324  Foot,  including  special  os  calcis  views 

017326  0s  calcis  (heel),  minimum  two  views  (individual 

study) 

017330  Abdomen,  single  view  (I. P.)* 

017331  multiple  views  (I. P.)* 

017554  Bone  age  studies 

017555  Bone  length  studies 

017557  Bone  survey,  long  bones  for  metastasis 

017559  Metastatic  series,  including  chest 

B .     Services  Requiring  the  Presence  of  a  Radiologist 

017088  Sialogram,  unilateral 

017089  bilateral 

017105  Chest,  multiple  views  with  fluoroscopy  (complete 

chest) 

017130  Bronchography,  unilateral 

017333  Abdomen,  special  studies  such  as  passage  of  Miller- 

Abbot  tube,  fluoroscopy  only  (no  films) (I .P .) * 


Allowable 
Fee  

$  8.00 

13.00 

15.00 

15.00 

15.00 
15.00 

15.00 
13.00 
20.00 
15.00 
15.00 
30.00 
45.00 

20.00 
20.00 

25.00 
25.00 

20.00 


*  Independent  Procedure  (see  Part  1,  item  VII.  B  of  this  Section). 
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Service 
Code 

017335 

017337 

017339 

017341 

017344 
017345 
017346 

017348 
017351 
017352 
017357 

017360 
017361 
017363 
017364 
017366 
017368 
017371 
017372 
017390 


Procedure  Description 

Esophagus  and/or  pharynx  (I.P.)* 

Upper  gastrointestinal  examination 

Upper  gastrointestinal  and  small  bowel  examination 

Small  bowel  examination  (separate  study)  with  or 
without  fluoro  or  KUB 

Colon  examination,  barium  enema 

barium  enema  plus  double  contrast  exam,  same  day 

double  contrast  examination  as  principal  pro- 
cedure 

Cholecystography,  oral 

Cholangiography,  postoperative,  through  T-tube 
intravenous 

Combination  oral  cholecystography  plus  IV 
cholangiography 

Abdomen  (KUB),  single  view  (I.P.)* 

multiple  views  (I.P.)* 
Urography,  intravenous,  routine 

special  hypertensive  study 
Urography,  drip  infusion  intravenous 
Cystography  or  incontinence  study 
Urethrocystography,  retrograde 

voiding 

Pregnancy  with  pelvic  measurements 


Allowable 
Fee  

$20.00 

35.00 

50.00 

25.00 
35.00 
40.00 

25.00 
25.00 
25.00 
35.00 

35.00 
15.00 
20.00 
35.00 
40.00 
50.00 
20.00 
30.00 
25.00 
25.00 


*  Independent  Procedure  (see  Part  1,  item  VII.  B  of  this  Section). 
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Service 
Code 

017393 

017395 

017522 

017523 

017560 

017563 

017565 

017566 

017567 

019555 
019556 
019557 


Procedure  Description 

Hysterosalpingogram 

Seminography 

Fluoroscopy,  foreign  body  detection  (I. P.)* 

control  fracture  reduction 
Arthrography 

Fistula  or  sinus  tract  study 
Mammography,  unilateral 
bilateral 

Body  section  radiography,  laminography  (in 
addition  to  scheduled  x-ray  fee  for  part) 

Ultrasonography  (echograms)  "A"  scan,  brain 

other  areas  or  organs 

"B"  scan 


Allowable 
Fee  

$35.00 

15.00 

10.00 

15.00 

25.00 

15.00 

20.00 

30.00 

add  20.00 
I.C.** 
I.C.** 
I.C.** 


*  Independent  Procedure  (see  Part  1,  item  VII.  B  of  this  Section). 
**  Individual  Consideration  (see  Part  1,  item  VII.  B  of  this  Section). 
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CERTIFIED  NEIGHBORHOOD  HEALTH  CENTERS    (LICENSED  AGENCIES) 

The  following  agencies  are  approved  certified  neighborhood  health  centers  and  are 
arranged  in  alphabetical  order  by  location. 


Name 

Allston-Brighton  Neighborhood 
Health  Center 

Charles  Drew  Family  Life  Center 

Boston  Chinese  Community 
Health  Center,  Inc. 

North  End  Health  Center 

East  Boston  Neighborhood 
Health  Center 

Laboure  Center,  Inc. 

South  Boston  Community 
Health  Center 

Columbia  Point  Health  Center 

Dorchester  Neighborhood 
Health  Center 

Harvard  Street  Neighborhood 
Health  Center 

Neponset  Health  Center 

Uphams  Corner  Health  Center 

Fel3  River  Model  Cities 
Health  Center 

Holyoke  Model  Cities  Health  Center 

Brookside  Park  Family  Life  Center 

Martha  M.  Elliot  Family 
Health  Center 


Location 
Allston 

Boston 
Boston 

Boston 

Boston  (East) 

Boston  (South) 
Boston  (South) 

Dorchester 
Dorchester 

Dorchester 

Dorchester 
Dorchester 
Fall  River 

Holyoke 
Jamaica  Plain 
Jamaica  Plain 


Effective  Date 


8/l/U 


VlO/73 

11/1/72 
11/1/72 

11/1/72 
11/1/72 

11/1/72 
11/1/72 

11/1/72 

11/1/72 
7/29/75 
11/1/72 

11/1/72 

8/1/74 
11/1/72 
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Name 

Southern  Jamaica  Plain 
Health  Center 

Lynn  Community  Health  Center 

Avenue  Neighborhood  Health  Center 

Dimock  Community  Health  Center 

Roxbury  Comp.  Community  Health 
Canter  (435  Warren  St.) 

South  End  Community  Health  Center 

Vhittier  Street  Neighborhood 
Health  Center 

Somerville  Women's  Health  Project 

Great  Brook  Valley  Health  Center, 
Inc. 

Family  Health  and  Social  Service 
Center 


Location 
Jamaica  Plain 

Lynn 

Mattapan 

Roxbury 

Roxbury 

Roxbury 
Roxbury 

Somerville 
Worcester 

Worcester 


Effective  Date 
8/1/74 

3/25/75 

8/1/74 
11/1/72 
11/1/72 

11/1/72 
11/1/72 

12/1/74 
-A/73 

4/1/73 
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Institutionalization  and  Alternate  Care 

A  sick  and  infirm  recipient  whose  condition  indicates  the  need  for  care  will  be 
recommended  for  institutionalization  or,  as  an  alternative,  care  in  his  own  heme 
or  other  home  setting.    The  decision  for  such  change  from  the  recipient's  usual 
mode  of  living  is  the  joint  responsibility  of  medicine  and  social  work. 

Although  care  in  an  institution — licensed  nursing  home,  chronic  hospital,  or  ap- 
proved public  medical  institution — is  ordinarily  recommended  by  the  attending 
physician  or  hospital,  it  is  the  worker's  responsibility  to  seek  and  develop, 
whenever  possible,  alternatives  to  institutional  care.    Social  work  resources, 
community  health  and  nursing  services,  home  health  aide,  relatives,  and  inter- 
ested friends  of  the  recipient  should  be  utilized  separately  or  in  collaboration 
to  help  the  recipient  to  remain  in  his  own  home  or  other  home  setting  as  an  al- 
ternative to  institutionalization.    When  a  plan  which  appears  to  meet  the  neces- 
sary medical,  physical  and  social  services  has  been  developed,  it  must  be  mutually 
acceptable  to  the  recipient,  his  physician,  and  the  W.S.O. 

The  institutionalized  recipient's  continued  need  for  the  specific  type  of  care 
provided  by  the  facility  to  which  he  has  been  recommended  will  be  evaluated  at 
least  every  s3jc  months.    This  evaluation  will  consist  of  a  medical  examination 
and  a  social  review.    These  reports  will  serve  to  determine  the  recipient's  con- 
tinued need  for  institutional  care  or  the  feasibility  of  alternate  care. 

There  will  be  no  payment  made  for  care  of  a  patient  in  a  home  which  holds  itself 
out  as  providing  nursing  care  when  such  home  accommodates  three  or  more  persons 
and  does  not  have  a  nursing  home  license  from  the  State  Department  of  Public 
Health.    Such  homes  are  to  be  reported  to  the  appropriate  Regional  Office. 

Homes  not  requiring  a  license,  i.e.,  those  with  one  or  two  persons  receiving  nurs- 
ing care,  must  be  approved  by  the  attending  physician  with  a  signed  statement  that 
the  nursing  care  required  for  this  particular  person  can  be  provided  by  the  opera- 
tor of  the  home. 

Regulations  pertaining  to  licensing  of  nursing  homes  require  that  the  attending 
physician  sign  an  entry  in  the  doctor's  order  book  and  patient's  chart  each  time 
he  attends  a  patient  in  a  nursing  home. 

Services.  Equipment,  and  Nursing  Supplies 

A-ll  lioonood  nuroing  homoo>  in  addition  to  board,  room,  and  nursing  caro>  ohall 
provide  all  oorvieoo,  oquipmont,  nursing  supplies,  and  the  typo  of  medication 
-uoually  l'oforrod  to  as  medicine  chest  supplies. — The  following  items,  which  are 
not  all-inoluoivo,  arc  medicine ■ ehost  supplies: — gauzo,  gauge  pada,  swabo, 
-bandage o,  bandaido,  adhesive  tape,  aspirin  and  other  headache  remodiea,  cathar- 
tics j  ootton,  mcrcuroehrome ,  epsom  salts,  talcum  powdor,  rubbing  alcohol,  lini- 
ments and  ointments,  boric  acid,  petruleuw  jelly. — Bills  for  medicine  chest 
■  supplies,  ovon  though  purchased  on  prescription,  shall  not  be  honored. 
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Temporary  Absence  from  Nursing  Homes  for  Non-Medical  Reasons 


It  is  the  objective  of  the  Department  to  seek  the  fullest  integration  possible 
of  the  aged  and  disabled  recipient  into  the  community.  Wherever  possible,  co- 
ordinated support  services  should  be  arranged  so  a  recipient  may  live  with  his 
family  or  in  his  own  home. 

To  prevent  patients  from  becoming  isolated  in  nursing  homes  and  to  encourage 
families  to  experiment  with  caring  for  aged  or  disabled  patients  at  home,  the 
Department  will  pay  for  a  nursing  home  bed  while  a  patient  is  absent  from  the 
facility  for  a  short  time.    The  conditions  under  which  nursing  home  payments 
for  the  absent  patient  will  be  continued  are  indicated  below.     In  special  cir- 
cumstances, an  extension  of  such  limits  may  be  sought  by  contacting  the  Medical 
Assistance  Program  Advisor  for  the  region. 

A  day  is  defined  as  a  continuing  twenty  four  hour  period.    Short  absences  from 
the  home  during  the  day  will  not  constitute  a  day  of  absence.     A  day  when  a 
patient  is  absent  shall  count  as  a  day  as  if  the  bed  were  occupied. 

Absence  shall  be  initiated  at  the  patient's  request,  provided  that  a  written 
authorization  from  the  attending  physician  is  on  file  in  the  patient's  medical 
record  maintained  by  the  facility. 

Intermediate  Care  Facilities 

The  Department  will  pay  for  up  to  a  total  of  ten  (10)  days  per  calendar  year 
during  which  the  patient  is  absent  from  the  facility.    Each  individual  absence 
shall  not  exceed  five  (5)  days.    During  the  period  of  absence,  the  same  bed 
and  room  shall  be  held  for  the  patient.    No  other  patient  shall  be  admitted  in 
his  place. 

If  the  patient  returns  to  the  facility  within  five  days  or  a  duly  authorized 
extension,  the  institution  may  bill  the  Department  for  the  full  month  of  care. 
If  the  patient  does  not  return  to  the  facility,  he  shall  be  deemed  to  have 
been  discharged  as  of  the  first  day  of  unauthorized  absence  and  charges  to  the 
Department  shall  terminate  on  that  date. 

The  patient's  medical  record  maintained  by  the  facility  shall  note  the  person 
responsible  for  the  patient  while  he  is  absent  from  the  facility,  the  duration 
of  absence  as  well  as  the  patient's  condition  before  and  after  his  absence  from 
the  facility. 
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Skilled  Nursing  Facilities 

The  Department  will  pay  for  up  to  a  total  of  five  (5)  days  per  calendar  year 
when  the  patient  is  absent  from  the  facility.     Any  reimbursable  absence  shall 
not  exceed  72  hours  in  one  incident. 

During  the  period  of  reimbursed  absence,  the  facility  shall  keep  the  patient's 
bed  open.     If  the  patient  does  not  return  at  the  end  of  72  hours  or  at  the  end 
of  an  extended  period  if  authorized,  he  shall  be  deemed  to  have  been  discharged 
from  the  first  day  of  unauthorized  absence,  and  charges  to  the  Department  will 
terminate  as  of  that  date. 

The  patient's  medical  record,  maintained  by  the  facility,  shall  note  the  person 
responsible  for  the  patient  while  he  is  absent  from  the  facility,  the  duration 
of  absence,  as  well  as  the  patient's  condition  before  and  after  his  absence  from 
the  facility. 


Extensions  beyond  the  limits  for  reimbursable  absences  defined  above  may  be  ap- 
proved by  the  Regional  Medical  Assistance  Program  Advisor  on  an  individual  basis 
for  specified  periods  of  time.    Such  extensions  shall  be  authorized  in  writing 
or.  a  PA- 11  form  (Request  for  Approval),  with  copies  sent  to  the  nursing  home  and 
the  responsible  ISO. 


Extensions 
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TEMPORARY  ABSENCE  FROM  NURSING  HOMES  FOR  NON-MEDICAL  REASONS 


The  objective  of  the  Department  is  to  seek  the  fullest  integration  possible  of  the 
aged  and  disabled  recipient  into  the  community.    Wherever  possible,  co-ordinated 
support  services  should  be  arranged  so  a  recipient  may  return  to  the  community  to 
live  with  his  family  or  in  his  own  home. 

To  prevent  patients  from  becoming  isolated  in  nursing  homes  and  to  encourage 
families  to  care  for  aged  or  disabled  patients  at  home,  the  Department  will  pay  to 
reserve  a  nursing  home  bed  while  a  patient  is  absent  from  the  facility  for  a  short 
time.    The  conditions  under  which  nursing  home  payments  for  the  absent  patient  will 
be  continued  are  indicated  below.     In  special  circumstances,  an  extension  of  such 
limits  may  be  sought  by  contacting  the  Long-Term  Care  Unit,  Medical  Assistance 
Division. 

A  day  is  defined  as  a  continuing  twenty-four  period.    Short  absences  from  the  nurs- 
ing home  during  the  day  will  not  constitute  a  day  of  absence.    Every  patient  day 
billed  under  this  policy  shall  count  as  a  day  during  which  the  bed  is  occupied  for 
purposes  of  the  Rate  Setting  Commission  formula. 

Absence  shall  be  initiated  at  the  patient's  request,  provided  that  a  written  authori- 
zation from  the  attending  physician  is  on  file  in  the  patient's  medical  record  main- 
tained by  the  facility. 

Skilled  Nursing  Homes  And  SNF  Units 

The  Department  will  pay  up  to  a  total  of  nine  (9)  days  per  calendar  year  for  patients 
in  skilled  nursing  homes  (units)  when  the  individual  is  absent  from  the  facility  for 
non- medical  reasons. 

Intermediate  Care  Facilities  And  ICF  Units 

The  Department  will  reimburse  for  temporary  absences  for  patients  in  intermediate 
care  facilities  (units)  for  up  to  a  total  of  eighteen  (18)  days  per  calendar  year 
when  the  patient  is  absent  from  the  facility  for  non-medical  reasons. 

Conditions  For  Reimbursement 

To  obtain  payment,  the  following  conditions  must  be  met: 

1.  During  the  period  of  absence,  the  same  bed  and  room  shall  be  held  for  the  patient; 
no  other  patient  shall  be  admitted  in  his  place. 

2.  If  the  patient  returns  to  the  facility  within  the  authorized  absence  period,  the 
institution  may  bill  the  Department  at  the  Rate  Setting  Commission's  approved 


rate. 
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3.  If  the  patient  does  not  return  to  the  facility  (s)he  shall  be  deemed  to  have 
been  discharged  as  of  the  first  day  of  unauthorized  absence  and  billing  to 
the  Department  shall  terminate  on  that  date. 

4.  The  patient's  medical  record  maintained  by  the  facility  shall  note: 

a.  the  home  address,  telephone  number,  and  relationship  of  the  person  re- 
sponsible for  the  patient  while  (s)he  is  absent  from  the  facility, 

b.  the  duration  of  absence, 

c.  the  physician's  authorization  for  the  absence,  and 

d.  the  patient's  condition  before  and  after  the  absence  from  the  facility. 
Extensions 

Extensions  beyond  the  limits  for  reimbursable  absences  defined  above  may  be 
approved  by  submitting  a  written  request  to  the  Long-Term  Care  Unit,  Medical 
Assistance  Division,  600  Washington  Street,  Boston.    Such  requests  must  in- 
clude information  concerning  the  reason  for  the  requested  extension,  the  pa- 
tient's level  of  care,  the  number  of  days  requested,  and  the  number  of  ab- 
sences (days)  used  within  the  calendar  year.    Extensions  shall  be  authorized 
in  writing  to  the  nursing  home  and  shall  be  kept  on  file  in  the  patient's 
medical  record « 


Nursing  Homes  in  the  Boston  Region  should  send  requests  on  behalf  of  their  pa- 
tients to  the  Boston  Regional  Office,  Medical  Section,  43  Hawkins  Street,  Boston, 
Massachusetts . 


If  the  Assistant  Commissioner  for  Medical  Assistance  determines  that  violations  of 
the  rules  and  regulations  of  the  Department  and  Conditions  of  Participation  for 
Long-Term  Care  Facilities  are  so  serious  as  to  immediately  threaten  the  health  or 
safety  of  recipients  in  an  institutional  facility,  the  Department  may  suspend  the 
facility  from  participation  as  a  provider  in  the  Medical  Assistance  Program  within 
48  hours  of  notifying  the  facility  of  the  determination  of  the  Assistant  Commissioner. 


*N0TE: 


SUSPENSION  OF  SANCTIONED  LONG-TERM  CARE  FACILITIES 
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PLACEMENT  OF  SSI  RECIPIENTS  IN  LONG  TERM  CARE  FACILITIES 


Authorization  of  long  tern  car*  facilities  for  SSI  recipients  ia  the  responsibility 
of  the  Department  of  Public  Welfare,    Those  authorizations  mat  be  processed  as 
expeditiously  as  possible  to  place  people  into  the  isost  appropriate  level  of  care. 

In  Most  inotancos,  an  SSI  recipient  entering  a  long  tern  care  facility  will  becone 
a  nedically  needy  case  sineo  tho  SSI  paynent    to  a  recipient  will  cease  after  one 
full  calendar  ncnth  in  a  long  torn  care  facility.    In  a  few  eases,  SSI  payments 
will  bo  continued  for  all  or  part  of  tho  porsonal  needs    allowance.    However,  the 
following  procedures  nust  be  followed  by  the  WSO  in  either  case: 

1  •    The  WSO  director  must    designate  one  or  eoro  workers  to  make  long  tera  eare 
facility  verifications  and  approvals  ao  outlined  in  this  section. 

2.  Prior  to  plaeesent  of  an  SSI  recipient  in  a  long  tern  care  facility,  the  WSO 
will  require  the  following  inforoation  fro«  the  referring  source  (th»  hospital 
discharge  unit,  physician,  or  recipient): 

a.  Medical  certification  fron  the  physician  of  the  need  for  continuing  care. 
If  the  patient  is  expected  to  return  hone  within  six  Months  of  admission 
to  the  long  term  care  facility,  tho  physician  must  so  indicate.  This 
certif ieation  may  be  obtained  initially  by  telephone,  and  confirmed  later 
in  writing. 

b.  Medicaid  ID  immber. 

c.  Expected  date  of  admission  into  the  long  t«ra  care  facility. 

d.  If  referral  is  made  from  a  hospital,  numb«r  of  days  spent  in  the  hospital 
during  this  spell  of  illness. 

e.  NaMe  and  address  of  the  long  tera  ©are  facility. 

3.  Verification  of  SSI  Eligibility 

a.  The  current  recipient  master  file  will  list  all  clients  whose  SSI  cheeks 
aro  issued  on  an  automated  basis  and  who  are  known  as  a  result  of  the  SDX 
Posting  Procedure  or  other  W30/R0  input. 

b.  Whenever  a  question  exiata  as  to  SSI  eligibility  or  income,  the  clients 
and  their  familime  are  the  primary  sources  of  information  and  the  SDX 
Inquiry  Prsee^re  will  sort?*  aa  a  back-up  resource  to  authorized  Department 
ataff . 
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On  the  basis  of  income  information  obtained  informal lys  the  responsible  worker 
will  complete  the  SS9A  fcrem  £o  authorize  payment  to  the  long  term  care  facility. 

4.    Completion  of  the  SS9A  Form  to  Authorize  Payment  to  a  Lory;  Term  Care  Facility 

Refer  to  specific  procedures  outlined  in  Instructions  for  Completion  of  Auth- 
orization of  Grant  and  Medical  Assistance  (Form  SS0A.}  Rev.  5/76)  to  authorize 
payment  to  a  long  terra  care  facility. 

a.  If  the  patient  will  return  heme  within  six  (6)  months  (physician  certifica- 
tion required),  he  should  be  allowed  to  retain  sufficient  npn°SSI  income 

to  maintain  his  household  (i.e.,  rent,  utilities),  plus  the  personal  needs 
allowance  of  00,00  per  month „    Any  remaining  amount  must  be  credited 
toward  cost  of  nursing  homo  care. 

b.  If  the  patient  will  becomo  a  permanent  resident  in  the  long  term  care 


facility,  the  folloimirj  steps  should  be  -oaken  to  credit  excess  income  'bo 
the  long  term  care  facility  payments 

(1)  If  the  patient  has  spent  less  than  one  full  calendar  month  in  an  acute 
hospital,  or  is  entering  the  long  term  care  facility  from  the  community, 
the  excess  income  amount  indicated  in  the  appropriate  block  of  'the 
SS9A  £orm  will  no:,  be  applied  to  the  nursing  homo  bill  for  the  first 
month  of  the  patient's  stay. 

(2)  If  the  patient  has  already  spent  one  full  calendar  month  in  a  hospital 
the  excess  income  indioat<  d  on  the  SS9A  f on1,  tri.ll  bo  deducted  from  the 
first  month's  billo 

(j5)    If  the  patient  is  transferring  from  one  long  term  oare  facility  to 
another,  the  first  facility  will  apply  the  client's  excess  income  to 
*3ae  P,er,  rate  up  to  the  last  full  day  the  bed  is  hald  for  the 

patient.    TrJhen  a  balance  remains,  the  first  facility  will  oake  a 
check  payable  in  -the  amount  of  said  balance  to  the  second  facility. 
A  cover  letter  outlining  the  allocation  and  disposition  of  income  for 
the  month  rcill  accompany  the  check.    The  recoiving  facility  iri.ll  attach 
a  copy  of  -that  letter  to  their  first  month's  billing  -bo  the  Department 
while  retaining  the  original  and  yellow  oopy  of  Request  for  iayment 
by  Institutions  (MA-9,  Rov.  3/75). 


5.  It  is  the  responsibility  of  the  facility  to  notify  the  district  office  or  the 
Social  Security  Administration  (SSA)  and  the  Department  regarding  admission, 
discharge  or  internal  transfer  (where  Level  IV  is  involved).    They  must  utilize 
Form  SC-1  (Notification  of  Status  Changes  for  Clients  in  Long  Term  Care  Facil- 
ities or  Rest  Homes)  for  thin  purpose  and.  this  iri.ll  be  the  basis  for  appropriate 
action  by  SSA  and  the  Department. 

6.  The  "Notification  of  Available  Patient  Income"  form  (PI-1)  will  constitute 
appropriate  confirmation  to  the  long  term  care  facility  that  an  authorization 
for  payment  to  the  facility,  less  the  net  excess  income,  has  been  made. 
(DISTRIBUTION :    1st  copy  to  facility,  2nd  copy  'bo  client,  3rd  copy  to  folder.) 
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7.    Within  30  days  the  worker  responsible  for  the  case  must  formalize  the  transfer 
from  SSI  to  Medical  Assistance  only  through  the  completion  of  Form  SS37  (Declar- 
ation of  Need  for  Medical  Assistance),    Whenever  a  question  exists  as  to  contin- 
uing SSI  eligibility  or  income,  the  clients  and  their  families  are  the  primary 
source  of  information,  and  the  SDX  Inquiry  Procedure  will  serve  as  a  back-up 
resource  to  authorized  Department  staff, 

NOTE; 

The  above  instructions  do  not  alter  the  existing  procedures  (see  Chapter  17, 
Section  B  of  this  manual)  for  processing  a  new  application  for  Medical  Assist- 
ance from  a  medically  indigent  individual  residing  in,  or  applying  for  admission 
to, a  long  term  care  facility. 
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I. 


RECOVERY  OF  MONIES  IN  RETROACTIVE  RATE  ADJUSTMENTS 


A. 


Introduction 


Retroactive  rate  adjustments  are  necessary  whenever  the  Rate  Setting  Commission 
certifies  a  new  interim  or  final  rate  for  a  long  term  care  facility.  When 
there  is  a  retroactive  rate  increase,  the  Department  of  Public  Welfare  incurs 
a  liability  to  the  provider.    When  there  is  a  retroactive  rate  decrease,  the 
provider  must  repay  the  Department.     This  part  outlines  the  procedure  by  which 
the  Department  shall  recover  money  owed  by  a  provider  as  a  result  of  a  retro- 
active rate  decrease.     This  procedure  applies  to  both  nursing  homes  and  rest 


The  Department  shall  make  these  recoveries  from  the  owner  of  record  on  the  date 
that  care  was  originally  furnished.    A  sale  of  stock  shall  not  be  considered 
a  transfer  of  ownership  under  these  regulations.     For  example,  assume  the 
assets  of  a  nursing  home  are  sold  to  Z  by  Y  on  March  1,  1972.     If  a  retroactive 
rate  decrease  is  approved  for  fiscal  1972,  Y  must  repay  the  amount  of  such 
decrease  for  January  and  February,  and  Z  must  repay  the  amount  of  such  decrease 
for  the  rest  of  the  year.     To  determine  the  owner  of  record,  the  Department's 
Office  of  Finance  may  request  the  provider  to  submit  Proof  of  Ownership.  The 
provider  must  comply  with  this  request  within  30  days  of  receipt  of  the  certi- 
fied letter  or  the  Department  may  withhold  future  payments  until  the  Proof  of 
Ownership  has  been  submitted. 

B.     Procedure  for  Determining  the  Amount  Owed  by  the  Provider 

The  amount  which  the  provider  owes  the  Department  shall  be  determined  in 
accordance  with  the  following  procedure: 

1.  The  Department's  Office  of  Finance,  Nursing  Home  Retroactive  Unit,  shall 
compute  the  amount  of  the  liability  and  send  the  provider,  by  certified 
mail,  a  written  explanation  called  the  Net  Settlement  Sheet  (Form  NSS-1) 
which  shall  include  an  analysis  of  those  periods  during  which  the  rates 
were  adjusted  and  a  record  of  any  previous  repayments.     To  determine  the 
amount  owed  for  periods  prior  to  June  1973,  the  Department  may  request  the 
provider  to  submit  a  detailed  summary  of  patient  days  for  such  time  periods 
(hereafter  called  the  Patient  Days  Affidavit).     The  provider  must  comply 
with  this  request  within  30  days  of  receipt  of  the  certified  letter.  In 
the  event  the  provider  fails  to  comply  with  the  Department's  request  to 
submit  the  Patient  Days  Affidavit,  the  Department  may  withhold  all  future 
payments  until  such  time  as  the  Patient  Days  Affidavit  has  been  received. 

2.  The  provider  may  dispute  the  Department's  computation  by  submitting  pro- 
posed corrections  in  the  format  specified  by  the  Department,  as  well  as  a 


homes . 
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written  explanation,  within  30  days  after  receipt  of  the  Net  Settlement 
Sheet.     The  fact  that  the  Rate  Setting  Commission's  determination  of  final 
rates  is  under  appeal  shall  not  be  considered  a  factor  in  determining  the 
amount  of  liability.     The  fact  that  the  provider  has  submitted  proposed  cor- 
rections shall  not  result  in  the  delay  or  suspension  of  the  Department's 
proceeding  to  collect  the  liability  owed  by  the  provider.     If  the  Department 
has  incurred  a  subsequent  liability  to  the  provider  because  of  certified 
interim  or  final  rate  adjustments  which  are  not  reflected  in  the  Net  Settle- 
ment Sheet,  the  provider  may  offset  these  adjustments  against  the  liability 
to  the  Commonwealth  and  include  them  in  the  submission  of  proposed  correc- 
tions. 

3.     If  corrections  are  submitted  within  the  required  30-day  time  period,  the 
Department  shall  review  them  and  notify  the  provider  of  the  Department's 
decision  in  writing  within  60  days  after  the  receipt  of  the  written  correc- 
tions. 

A.     The  Department's  Office  of  Finance  may  at  its  discretion  hold  a  conference 
with  the  owner (s)  of  record  during  the  60-day  dispute  period. 

5.     Either  party  finding  an  error  in  calculation  shall  immediately  communicate 
the  error  in  writing  to  the  other  party.     Correction  shall  be  made  within 
60  days  of  the  communication. 

C.    Method  of  Repayment  by  the  Provider 

Liabilities  incurred  due  to  retroactive  rate  decreases  shall  be  settled  through 
repayment  of  the  entire  liability  by  the  provider  or  deduction  from  current 
payments  of  the  entire  liability  by  the  Department.     At  the  discretion  of  the 
Department,  when  a  lump  sum  settlement  is  financially  impossible,  repayments 
may  be  made  in  the  following  manner  through  deductions  from  current  and  retro- 
active payments  (payrolls)  made  to  the  provider: 

1.  Thirty  days  after  the  provider  has  received  the  Net  Settlement  Sheet,  the 
Department  shall  deduct  10  percent  of  each  month's  cash  disbursements  to 
the  provider  and  apply  that  amount  against  the  outstanding  liability.  This 
shall  continue  for  12  months  or  until  the  entire  liability  is  settled, 
whichever  occurs  first. 

2.  If,  after  the  first  12  months  of  deductions,  the  entire  liability  has  not 
been  settled,  the  Department  shall  then  deduct  monthly  either  10  percent 
of  each  month's  cash  disbursements  to  the  provider  or  an  amount  equal  to 
one-twelfth  of  the  liability  outstanding  at  the  end  of  the  first  12  months, 
whichever  is  greater.     This  shall  continue  until  the  entire  liability  has 
been  settled. 
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3.  If  a  retroactive  rate  increase  is  certified  by  the  Rate  Setting  Commission 
while  the  above  repayment  plan  is  in  effect,  the  Department  shall  apply 
its  liability  due  to  the  rate  increase  against  the  provider's  liability. 
If  the  provider  still  owes  money,  the  repayment  plan  shall  continue  in  the 
manner  specified  in  items  I.C.I  and  I.C.2  above  until  the  entire  liability 
has  been  recovered. 

4.  If  a  retroactive  rate  decrease  is  certified  by  the  Rate  Setting  Commission 
while  the  above  repayment  plan  is  in  effect,  the  Department  shall  continue 
the  existing  repayment  plan  until  the  entire  liability  has  been  recovered. 

5.  If  two  or  more  facilities  are,  or  were,  under  a  common  ownership,  and  if 
one  or  more  of  the  facilities  is  owed  money  by  the  Commonwealth,  the  Depart- 
ment may  offset  the  provider's  liability  to  the  Department  against  the 
Department's  liability  to  the  provider. 
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T .  DEFINITIONS 

A.  Personal  Needs  Allowance 

The  Personal  Needs  Allowance  is  the  amount  of  money  that  patients  who  are 
recipients  of  Medical  Assistance  in  Long-Term  Care  facilities  are  allowed 
to  deduct  each  month  from  his  or  her  income  for  personal  needs.  MA 
related  persons  with  no  income,  or  with  incomes  less  than  $30.00  per 
month,  receive  up  to  $30  monthly  from  the  Department.     (See  PAPM,  Chapter 
IV,  Section  B,  Page  17) 

B.  Long-Term  Care  Facility 

Long-Term  Care  facilities  include  licensed  Skilled  Nursing  Homes,  Inter- 
mediate Care  Facilities,  Rest  Homes,  and  Chronic  Hospitals. 

II.    PURPOSE  OF  PERSONAL  NEEDS  ALLOWANCE  POLICY 

The  purpose  of  the  Personal  Needs  Allowance  (PNA)  Policy  is  to  establish  stand- 
ards and  accounting  controls  for  PNA  funds  when  the  Long  Term  Care  facility 
acts  as  trustee  for  publicly-aided  patients  who  are  residents  of  the  Long-Term 
Care  facility.     In  terms  of  this  section,  publicly  aided  patients  are  those 
recipients  who  participate  in  the  Medical  Assistance  program  through  residence 
in  a  licensed  skilled  or  intermediate  eare  nursing  hcnae,  rest  hone,  or  chronic 
hospital. 

III.     PATIENT'S  AUTHORIZATION  FOR  FACILITY  TO  MANAGE  FUNDS 

When  a  facility  assumes  responsibility  for  funds  for  a  patient  receiving 
Medical  Assistance  there  must  be  a  statement  authorizing  this  signed  by  the 
patient  or  his  guardian,  conservator,  relative  or  other  responsible  person 
on  his  behalf.    The  "other  responsible  person"  shall  not  be  an  employee  of 
the  facility  or  in  any  way  related  to  an  employee  of  the  facility. 

IV.    THE  PNA  ACCOUNTING  SYSTEM  -  RESPONSIBILITIES  OF  FACILITY 

A.     Relative,  Guardian  or  Conservator  Handles  the  PNA 


1.  If  a  relative,  guardian  or  conservator  receives  the  patient's  resource 
or  Supplemental  Security  Income  (SSI)  check  and  keeps  the  PNA  funds 

to  manage  for  the  patient,  the  facility  is  not    required  to  keep 
any  records. 

2.  If  the  facility  receives  the  resource  or  SSI  check  and  remits  the 
PNA  funds  to  a  relative,  guardian  or  conservator,  the  facility  shall 
obtain  a  signature  from  the  person  receiving  the  funds  and  record  the 
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dates  and  amounts  received.    This  must  be  done  in  a  bound  book  with 
prenumbered  pages,  not  necessarily  the  general  ledger.    If  the 
facility  mails  checks  to  the  relative,  guardian,  or  conservator,  the 
cancelled  checks  are  acceptable  in  lieu  of  a  signature.    A  signed 
receipt  is  also  acceptable  in  lieu  of  a  signature  in  a  bound  book. 
Records  must  be  kept  of  all  of  these  transactions. 


B.  Patient  Handles  His /Her  Own  Money 

When  a  Long-Term  Care  facility  delivers  the  entire  $30.00  PNA  lump-sum 
amount  to  the  patientf the  facility  must  obtain  a  signature  from  the 
patient  for  receipt  of  the  money,  along  with  the  date  and  amount  received. 
This  must  be  done  in  a  bound  book  with  prenumbered  pages,  or  a  petty-cash 
receipt  slip,  or  via  a  check  endorsed  by  the  patient.    The  facility  need 
keep  no  additional  records  since  it  is  the  patient  who  is  managing 
his/her  own  funds. 

If  a  relative,  guardian  or  conservator  occasionally  deposits  with  the 
facility    small  amounts  of  money  ($5.00  or  $10.00)  to  be  spent  on  the 
patient's  behalf,  the  facility  need  not  account  to  the  Department  of 
Public  Welfare  for  this  mon#»y.    The  individual,  however,  should  be 
given  a  receipt  for  the  a«ouht,  with  a  copy  kept  at  the  facility. 

C.  Facility  As  Trustee  For  Funds 

When  the  facility  acts  as  trustee  of  the  PNA  funds,  the  facility  shall 
follow  the  accounting  procedures  listed  below. 

1.    The  Banking  System 


The  facility  may  elect  to  have  individual  bank  accounts  for  patients, 
utilizing  bank  books,  or  it  may  establish  a  single  aggregate  trust 
account  or  it  may  have  a  combination  of  these  two  types  of  accounts. 
If  an  aggregate  trust  account  is  used,  the  account  shall  be  clearly 
entitled  as  such  and  the  facility  owner  or  administrator  shall  be  at 
least  one  of  the  designated  trustees.    The  trustee  account  shall  be 
entirely  separate  at  all  times  from  any  facility  business  account. 
The  trustee  account  need  not  be  interest  bearing,  but,  if  it  Is, 
Interest  shall  accrue  to  the  patients  in  an  equitable  manner. 
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2.    The  General  Ledger 

a.  Regardless  of  whether  or  not  a  patient's  PNA  money  Is  deposited 
into  an  individual  bank  account,  or  an  aggregate  PNA  trustee 
account,  or  some  combination,  there  must  be  a  general  ledger 
maintained  which  reflects  the  activity  into  and  out  of  the 
bank  account.    The  general  ledger  should  be  a  bound  book  with 
prenumbered  pages  and  each  patient  shall  have  his/her  individual 
page(s)  in  the  ledger. 

b.  The  bank  account  statements  and  the  general  ledger  shall  be  in 
agreement  and  reconcilable  at  any  point  in  time.     All  bank 
statements  and  canceled  checks  of  the  trust  account  shall  be 
kept  in  the  facility  for  at  least  three  years. 

c.  All  checks  or  cash  received  on  behalf  of  the  patient  shall  be 
deposited  into  the  trustee  or  bank  book  account  in  a  timely 
manner  which  shall  be  no  later  than  thirty  days  after  the  receipt 
of  the  money  by  the  facility. 

d.  Each  patient  for  whom  the  facility  manages  funds  shall  have 
individual  recordings  of  the  cash  receipts  into  and  cash 
disbursements  out  of  the  fund.    The  cash  disbursements  shall 
be  either  in  the  form  of  actual  cash  disbursement  directly  to 
the  patient  or  a  disbursement  made  on  behalf  of  a  patient 

by  means  of  a  check.    All  cash  receipts  and  disbursements  shall 
be  clearly  labeled  in  the  general  ledger. 

e.  All  cash  disbursements  expensed  (credited)  against  the  patient's 
account  in  the  general  ledger  if  over  $1.00  should  be  invoiced 
in  such  a  manner  that  it  is  clear  which  invoice  matches  which 
expense  in  the  ledger.    For  example,  matching  may  occur  by  the 
similarity  of  the  date  in  the  general  ledger  and  the  date  on  the 
invoice,  or  by  a  numbering  system  which  matches  ledger  entry  with 
invoice  number.    These  invoices  should  be  kept  in  individual 
envelopes  or  folders  with  the  patient's  name  on  the  outside  and 
should  be  retained  in  the  facility  for  at  least  three  years.  If 
cash  or  a  check  is  disbursed  for  a  number  of  patients  at  once, 
such  as  an  aggregate  amount  to  a  hairdresser,  barber  or  for 
newspapers,  the  invoices  submitted  by  these  service  people  may 

be  kept  in  an  "aggregate"  folder  in  lieu  of  filing  into  each 
individual  patient's  folder. 

The  facility  may,  if  it  elects,  utilize  in  lieu  of  individual 
patient  folders,  a  continuous  sequence  file  of  invoices  as  long 
as  it  adheres  to  a  date  or  reference  number  from  the  invoice  to 
the  general  ledger. 
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f.    All  cash  receipts  and  disbursements  shall  be  recorded  in  the 
general  ledger  as  follows: 


Cash  Receipts 


Cash  Disbursements 


(1)  Date  (of  entry) 

(2)  Amount 

(3)  Source 

(4)  Balance 


(1) 

(2) 


(3) 
(4) 

(5) 


(6) 


Date  (of  entry) 
Specific  item  (i.e., 
cigarettes g  shoes,  not  the 

words  "misc."  or  "personal 

needs"  ) 

Amount 

Patient  signature  if  direct 
cash  disbursement  to  patient 
Signature  of  receiver  of 
cash;  for  example,  the 
activities  director,  hair- 
dresser 

Invoice  number  or  date 


g.  General  ledger  records  shall  be  kept  up  to  date  once  a  month, 

h.  Cash  shall  be  available  to  patients  in  the  form  of  actual  cash 
or  a  check  no  less  than  ten  hours  a  week  and  no  less  than  three 
days  a  week.    The  patients  shall  be  fully  informed  of  the  time 
when  they  may  receive  their  money. 

i.  All  money  disbursed  on  behalf  of  a  patient  shall  be  reasonable, 
logical  and  consistent  with  that  patient's  needs  and  desires. 

j.    If  money  is  disbursed  to  a  patient  by  means  of  a  check,  or  if 
the  patient  signs  petty  cash  vouchers,  these  are  acceptable  in 
lieu  of  a  signature  in  the  ledger. 

k.    When  cash  is  disbursed  to  a  patient  there  is  no  need  to  itemize 
other  than  "cash  to  patient". 


3.    Petty  Cash  in  the  Facility 

The  facility  may,  if  it  chooses,  maintain  a  petty  cash  fund  in  order 
to  make  direct  cash  distributions  to  patients.    The  facility  must  not 
keep  on  hand  an  amount  which  exceeds  more  than  five  dollars  $5.00 
per  patient  or  5  times  the  number  of  patients  for  whom  the  facility 
handles  funds;  however,  two  hundred  and  fifty  dollars  ($250.00)  is 
allowable  regardless  of  the  number  of  patients.    The  facility  is 
responsible  to  ens are  the  safekeeping  of  this  money  and  must  repay 
the  patients  for  any  money  which  cannot  be  accounted  for  accurately 
via  the  general  ledger  or  which  has  been  lost  through  theft  in  the 
facility. 
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4.  The  Distribution  of  Cash  at  a  Second  Point  in  the  Facility 

If  the  facility  elects  to  distribute  cash  at  a  point  other  than  the 
business  office,  and  if  it  is  not  convenient  that  the  general  ledger 
be  brought  to  that  point,  separate  records  must  be  maintained  at  this 
point.    These  records  shall  be  kept  in  a  bound,  prenumbered  book  and 
shall  be  kept  exactly  like  the  general  ledger  as  described  in  items 
2. a  through  2.f  of  this  Section.     If  the  facility  finds  that  it  must 
make  numerous  cash  distributions  of  under  $1.00,  no  patient  signature 
may  be  required  although  the  date  and  the  amount  disbursed  should 
always  be  entered.    Petty  cash  slips  or  vouchers  with  the  patient's 
signature  are  acceptable  in  lieu  of  a  signature  in  a  bound  book. 

5.  Availability  of  PNA  Records  to  Department  Personnel 

All  PtTA  records  including  the  accompanying  bank  statements,  cancelled 
checks  and  invoices,  must  be  kept  in  the  facility  at  all  times  and 
must  be  available  to  Department  of  Public  Welfare  personnel  upon 
request.    The  request  may  be  made  by  telephone,  in  person,  or  by  mail.  , 

6.  Patient  Signatures 

It  is  recognized  that  not  all  patients  in  Long-Term  Care  facilities 
are  capable  of  signing  their  names.    If  the  patient  absolutely  cannot 
sign,  a  staff  member  or  business  employee  of  the  facility  may  sign  as 
witness  to  the  fact  that  the  patient  has  received  the  cash. 

7.  Patients  with  Balances  of  $2,000.00  or  Over 

Patients  whose  PNA  balances  held  by  the  facility  reach  $2,000.00  or 
more  are  considered  ineligible  for  Medical  Assistance.    When  the 
patient's  balance  reaches  $2,000.00  the  entire  amount  of  the  resource 
or  SSI  check  should  be  applied  against  the  billing  to  the  State.  If 
the  patient's  balance  is  $1,998.00,  for  example,  apply  $2.00  towards 
the  patient's  PNA  account  and  $28.00  additional  towards  resource.  If 
the  patient's  balance  should  drop  to  $1,970.00  or  below,  once  again  the 
entire  $30.00  may  be  placed  in  the  PNA  account.    The  patient  must  not 
be  shifted  onto  "private"  status  for  the  purpose  of  "spending  down". 

8.  Specialized  Accounting  Situations 

If  the  Department  auditor  and  the  owner,  administrator,  or  comptroller 
of  a  facility  or  group  of  facilities  reach  agreement  as  to  the  estab- 
lishment of  a  "specialized"  accounting  system  designed  to  meet 
particular  needs  of  that  facility,  the  new  system  must  be  followed. 
The  Department  must  agree  to  any  changes  in  writing.    In  addition,  any 
of  these  PNA  regulations  may  be  waived  at  the  option  of  the  Department. 
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9.    Request  to  See  PNA  Records  by  Patient,  Relative,  Guardian  or 
Conservator 

The  facility  shall  within  24  hours  of  a  request  (except  during  a 
weekend)  allow  the  following  persor  to  see  the  PNA  records  of  an 
individual  patient: 

(a)  the  patient,  or 

(b)  a  responsible  relative ,  or 

(c)  guardian,  or 

(d )  conservator 

In  lieu  of  this,  the  facility  shall  send  copies  of  the  records  in 
the  general  ledger  to  the  person  making  the  request. 

10.  Items  That  May  Not  be  Charged  to  Personal  Needs  Allowance 

When  the  facility  is  Trustee  for  the  PNA  funds,  the  funds  must  be 

used  only  for  the  patients'  personal  needs.    The  funds  shall  not  be 

used  to  purchase  items  included  in  the  per  diem  rate  set  by  the 

Rate  Setting  Commission  for  the  facility  or  allowable  under  the  Medical 

Care  Plan  on  a  vendor  payment  basis,  or  allowable  under  Chapter  766 

funds. 

A  partial  list  of  items  that  cannot  be  charged  to  the  patient's 
Personal  Needs  Allowance    appears  below: 

This  list  is  not  intended  to  preclude  the  facility  from  purchasing 
items  which  are  not  reimbursed  through  the  per  diem  or  on  a  fee  for 
service  basis  and  charging  them  through  the  PNA  funds. 

(a)  Group  activities  or  entertainment  which  occurs  within  the  facility. 

(b)  Parties  organized  by  the  facility. 

(c)  Medically  necessary  drugs,  medicines  or  medical  supplies. 
Medicines  and  medical  supplies  are  either  reimbursable  directly 
to  the  pharmacist  or  are  part  of  the  per  diem  of  the  facility. 
The  exception  is  paragraph  9  of  the  level  III  Provider  Agreement. 
Rest  Homes  must  keep  a  basic  medicine  chest  stock  supply.  If 
Rest  Borne  clients  desire  non- stocked,  non- legend  medicines  and 
medical  supplies,  and  if  these  items  are  not  reimbursable  on  a 
fee- for- service  basis,  the  client  may  pay  for  these  items  out  of 
his  PNA  funds. 

(d)  Funeral  expenses. 

(e)  Room  and  board  to  the  facility. 

(f )  Wheelchair  purchase,  rental  or  repair.    (The  facility  is  not, 
however,  expected  to  provide  customized    I.e.,  motorized 
wheelchairs,) 

(g)  Physical  restraints. 

(h)  Transportation  to  obtain  necessary  medical  treatment. 

11.  Withdrawal  of  Personal  Needs  Funds 
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At  no  tine  nay  any  funds  be  withdrawn  from  the  Personal  Needs 
account  for  use  in  the  business  or  operating  expense  of  the  facility 
or  for  the  personal  use  of  any  employee,  administrator,  owner  or 
relative  thereof.    The  Personal  Needs  Funds  are  not  available  for 
loan  to  anyone. 

12.  Personal  Needs  Funds  of  a  Patient  Who  is  Transferred  to  Another 
Long-Term  Care  Facility 

If  a  patient  is  transferred  or  released  to  another  Long-Term  Care 
facility,  the  patient  shall  leave  retaining  his  or  her  bank  book; 
the  balance  of  the  patient's  funds  shall  be  sent  to  the  new  facility 
within  ten  (10)  days  of  the  transfer  date.    This  shall  include  any 
cash  held  in  the  facility  plus  any  amount  held  in  the  aggregate 
trustee  bank  account. 

13.  Discharge  or  Release  of  a  Patient  to  Community  Living 

The  patient  who  has  been  discharged  from  the  facility  to  the  community 
shall  leave  retaining  his  or  her  bank  book  or  with  a  check  for  the 
balance  of  his  PNA  account.    The  amount  shall  reflect  the  cash  held 
in  the  facility  plus  the  bank  balance. 

14.  Death  of  a  Patient 

Within  five  (5  )  days  after  the  death  of  a  patient,  the  facility  must 
mail  a  check  to  the  Department  for  the  balance  of  the  deceased 
recipient's  PNA  funds.    The  check  must  be  made  payable  to  the 

Department  of  Public  Welfare  and  the  Estate  of    (both 

names  must  be  on  the  check)  and  mailed  to: 

Recipient's  Estate  Unit 
Office  of  Finance  -  5th  Floor 
Department  of  Public  Welfare 
600  Washington  Street 
Boston,  MA  02111 

The  facility  must  include  in  the  mailing  pertinent  data  so  that  the 
Department  cajn  identify  the  deceased  recipient. 

In  the  event  there  is  a    conservator  or  guardian  of  a  deceased 
recipient,  and  the  facility  acts  as  trustee  of  the  funds,  the  funds 
shall  be  mailed  as  usual,  to  the  above  address;  however,  the  conser- 
vator or  guardian  may  immediately  request  the  funds  through  a  letter 
to  the  Department  stating  that  s/he  is  the  guardian  or  conservator 
of  the  deceased  recipient. 

15.  Patient  is  Transferred  to  a  Hospital  and  Does  Not  Return  to  Facility 

If  a  patient  is  transferred  to  a  hospital  and  does  not  return  to  the 
facility,  the  balance  of  the  PNA  funds  must  be  sent  to  the  patient 
within  ten  (10)  days  after    s/he  leaves  the  hospital. 
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16.    Annual  Accounting  to  the  Department  of  PNA  Balance 

Annually,  by  each  June  1st,  an  accounting  oust  be  made  to  the 
Department  of  Public  Welfare  reflecting  the  balance  of  the  PNA  funds 
for  each  patient    for  whom  the  facility  handles  the  funds.    If  money 
is  held  In  an  aggregate  trustee  bank  account,  the  balance  for  each 
patient  must  be  accompanied  by  a  bank  statement.    A  bank  statement 
is  not  necessary  for  individual  patient  bank  accounts.    The  accounting 
must  consist  of  the  following: 

(a)  Recipient's  name. 

(b)  Social  Security  number. 

(c)  Welfare  Service  Office. 

(d)  Petty  cash  held  in;  faci lity*for  patient. 

(e)  Balance  held  in  bank  book  for  patient. 

(f )  Balance  held  in  Trustee  account  for  patient. 

(g)  Any  other  money  being  held  for  patient  for  whom  facility  is 
trustee. 


If  the  facility  is  not  trustee  for  any  patient's  money  it  must  so 
state  by  each  June  1  to  the  Department 

The  accounting  to  the  Department  must  be  submitted  by  June  1st  of 
each  year  on  the  Statement  of  Patients'  Personal  Needs  Account  (Form 
PNA-1)  and  must  be  dated,  signed  by  the  administrator  of  the  facility, 
and  mailed  to: 

Department  of  Public  Welfare 
Medical  Division,  Room  611 
600  Washington  Street 
Boston,  MA  02111 

17.    Accounting  of  Personal  Needs  Funds  Upon  Sale  of  a  Facility 

If  the  facility  is  sold,  an  accounting  must  be  made  to  the  Department 
of  Public  Welfare  of  the  Personal  Needs  Funds  balances  which  are  to 
be  transferred  to  the  new  owner.    This  accounting  must  consist  of 
the  use  of  the  Statement  of  Patients'  Personal  Needs  Account f  orm 
(the  same  format  as  the  annual  accounting)  and  must  be  signed  and 
dated  by  both  the  seller  and  the  buyer.    In  the  case  of  corporations 
it  must  be  signed  by  a  person  authorized  on  behalf  of  the  corporation. 
In  a  partnership,  one  or  both  partners  may  sign;  if  a  sole  owner, 
(8)he  must  sign.    The  accounting  must  be  accompanied  by  the  most 
current  bank  statement  and  must  be  reconciled  accurately  with  this 
statement.    The  PNA-1  form  must  be  mailed  to  the  same  address  as  in 
item  16. 

The  Department  will  not  enter  into  a  contract  with  a  new  owner  unless 
this  Information  is  submitted. 

If  the  facility  does  not  handle  any  PNA  funds,  It  must  so  state  upon 
sale  of  the  facility. 
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IMPLEMENTATION  OF  PERIODIC  MEDICAL  REVIEW  RECOMMENDATIONS 
REGARDING  LEVEL-OF-CARE  REQUIREMENTS 
IN  MULTI-LEVEL  FACILITIES 


I.  INTRODUCTION 

The  Periodic  Medical  Review  (PMR)  Program  is  a  utilization  review  program  for 
skilled  nursing  facilities  conducted  by  the  Department  of  Public  Health  under 
agreement  with  the  Department  of  Public  Welfare  (hereinafter  called  the  Department). 
This  section  states  the  Department's  policy  for  implementation  of  PMR  recommenda- 
tions for  recipients  residing  in  Level  II/III  and  Level  II/III/IV  multi-level 
facilities  who  no  longer  require  skilled  nursing  care.     The  policy  goals  are  to 
ensure  that  each  recipient  receives  the  level  of  care  appropriate  to  his  needs 
and  most  likely  to  encourage  optimal  independent  functioning.     This  policy  is 
based  upon  sections  250.18(a),  250.19(a)(3),  and  250.23(a)  of  Title  45  of  the 
Code  of  Federal  Regulations. 

.  .  ! 

II.     PERIODIC  MEDICAL  REVIEW  AND  FOLLOW-UP  PROCESS 

I 

A  Periodic  Medical  Review  team  performs  annually  a  medical,  nursing,  psychological, 
and  social  review  of  each  recipient  in  a  skilled  nursing  facility,  based  on  Massa- 
chusetts level-of-care  guidelines.     For  each  recipient,  the  review  is  performed 
sufficiently  in  advance  of  the  Assigned  Review  Date  to  permit  compliance  with  the 
notification  requirements  set  forth  in  45  CFR  250. 19 (a) (3) (ix) (F) . 

A  PMR  recommendation  that  a  recipient  be  changed  from  Level  II  to  Level  III  will 
be  forwarded  to  the  Department  within  10  days  after  the  review.    Within  one  week 
after  its  receipt  of  the  recommendation,  the  Department  will  send  a  letter  of 
inquiry  to  the  recipient's  attending  physician.     This  letter  will  ask  the  physician 
to  document  within  10  days  any  substantial  change  in  the  recipient's  condition 
since  the  PMR  determination. 

If  the  attending  physician  responds  with  new  information  within  the  10-day  period, 
the  Department  will  review  the  PMR  recommendation  and  may,  at  Its  discretion, 
perform  a  follow-up  evaluation  of  the  recipient.    At  the  conclusion  of  the  review, 
or  of  the  follow-up  evaluation,  the  Department  will  make  a  final  determination 
provided,  however,  that  the  Department  will  not  adopt  the  PMR  recommendation 
unless  two  physicians  who  are  consultants  for  the  Department  of  Public  Welfare/ 
Department  of  Public  Health  concur  that  the  recipient  no  longer  needs  Level  II 
care. 

If  the  attending  physician  fails  to  respond  within  the  10-day  period,  the  PMR 
recommendation  will  be  considered  final.     In  any  case,  the  final  determination 
shall  be  made  not  later  than  the  day  after  the  assigned  review  date.  The 
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Department  will  give  notice  of  the  final  determination,  not  later  than  two  busi- 
ness days  after  the  date  of  final  determination,  to  the  attending  physician,  the 
facility  administrator,  the  recipient,  and  where  possible  the  recipient's  next- 
of-kin  or  sponsor,  i.e.,  any  person  or  organization  (other  than  the  facility)  who 
has  undertaken  to  act  on  behalf  of  the  recipient,  including  but  not  limited  to  a 
court-appointed  guardian  or  conservator. 

The  effective  date  of  the  final  determination  shall  be  the  tenth  day  following  the 
date  on  which  the  notice  is  mailed.     The  notice  will  include,  in  conformity  with 
45  CFR  205.10(a)(4),  a  statement  of  the  action  which  the  Department  intends  to  take, 
the  reasons  for  the  intended  action,  a  citation  of  the  regulations  in  this  section 
and  of  45  CFR  250.19(a)(3),  an  explanation  of  the  recipient's  right  to  request  a 
hearing  before  the  Department,  and  a  description  of  the  circumstances  under  which 
assistance  at  the  former  level  will  be  continued  if  a  hearing  is  requested. 

The  facility  will  be  responsible  for  relocating  the  recipient  to  the  next  available 
appropriate  (Level  III)  bed  within  that  facility.     At  his  request,  the  recipient 
may  be  transferred  to  another  facility  in  which  there  is  an  available  Level  III  bed. 

III.     PROHIBITION  OF  NEW  ADMISSIONS  TO  LEVEL  III 

Upon  receiving  notification  of  the  final  determination,  the  facility  must  not 
accept  new  Level  III  admissions  from  outside  the  facility  until  all  recipients 
for  whom  a  determination  has  been  made  are  appropriately  placed.     If  the  final 
determination  is  appealed  within  ten  days  after  notice  to  the  recipient  is 
mailed,  the  determination  will  not  be  considered  final  and  therefore,  the 
prohibition  may  be  suspended  if  all  other  recipients  for  whom  a  final  deter- 
mination of  transfer  to  Level  III  has  been  made  are  relocated.     The  prohibition 
will  resume  if  the  determination  is  upheld  in  the  appeal. 

If  it  is  apparent  that  no  Level  III  beds  will  become  available  by  the  end  of  a 
60-day  period  following  notification,  the  facility  administrator  must  notify 
the  Department  in  writing  on  or  before  the  fifty-fifth  day.     The  letter  should 
be  sent  by  certified  mail  to  the  following  address: 


IV.       PREPARATION  OF  RECIPIENT  FOR  LEVEL  CHANGES 

The  facility  staff  must  assist  the  recipient  in  relocation  based  on  preparation 
guidelines  developed  by  the  Department.     These  guidelines  are  available  at  the 


Supervisor:     Periodic  Medical  Review  Follow-Up 

Long  Term  Care  Unit 

Medical  Division 

600  Washington  Street,  Room  740 

Boston,  MA  02111 
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address  above.    All  relocation  should  be  performed  in  a  timely  manner,  yet  allow 
for  adequate  preparation  in  order  to  facilitate  recipient  adjustment. 

V.  APPEALS 

A  final  determination  of  transfer  to  Level  III  care  may  be  appealed  in  accordance 
with  the  procedures  set  forth  in  Chapter  VI,  Section  B  of  the  Massachusetts  Public 
Assistance  Policy  Manual.     No  appeal  may  be  filed  later  than  the  sixtieth  day  next 
following  the  effective  date  of  the  final  determination.     An  appeal  from  a  final 
determination  of  transfer  to  Level  III  may  be  taken  only  by  the  recipient  or  in 
the  recipient's  name  and  behalf.    No  other  person,  organization,  or  institution 
shall  have  a  right  to  appeal  on  its  own  behalf.     Such  appeal  may  be  taken  by  the 
following  persons,  subject  to  the  limitation  stated  for  each.     If  more  than  one 
appeal  is  filed,  only  one  shall  be  heard,  and  the  order  of  priority  to  be  observed 
in  determining  which  shall  be  heard  shall  be  the  order  in  which  the  possible 
appellants  are  listed: 

A.  a  guardian  or  conservator,  if  one  has  been  appointed; 

B.  the  recipient; 

C.  a  lawyer,  lay  advocate,  relative,  friend,  or  other  representative  appointed 
by  the  recipient  to  act  on  his  behalf,  except  that  the  recipient  shall  not 
appoint  the  facility  or  any  person  financially  interested  in  the 
facility; 

D.  any  next-of-kin,  friend,  or  sponsor  (other  than  the  facility  or  any  person 
interested  in  the  facility)  if  the  recipient  is  incompetent  to  act  in  his 
own  behalf  or  to  appoint  a  representative,  and  no  guardian  or  conservator 
has  been  appointed; 

E.  the  facility,  if  the  recipient  is  incompetent  to  act  on  his  own  behalf  or 
to  appoint  a  representative,  and  no  guardian  or  conservator  has  been 
appointed  and  there  are  no  next-of-kin  or  sponsors. 

The  Department  will  not  pay  for  any  of  the  legal  fees  or  other  expenses  incurred 
by  or  on  behalf  of  the  recipient  in  the  prosecution  of  the  appeal. 

VI.     IMPLEMENTATION  OF  LEVEL-OF-CARE  RECOMMENDATIONS  IN  MULTI-LEVEL  FACILITIES  WITH 
LEVEL  IV  BEDS 

If  a  PMR  team  recommends  that  a  recipient  be  changed  from  Level  II  to  Level  IV, 
the  procedures  outlined  in  items  II  through  V  will  also  apply.     Likewise,  if  an 
Independent  Professional  Review  (the  utilization  review  program  for  Level  III 
facilities)  recommends  change  for  a  recipient  from  Level  III  to  Level  IV  in  such 
a  facility,  relocation  shall  proceed  in  the  same  manner. 
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VII.     ADMINISTRATIVE  ACTION  ON  NON-COMPLIANCE  WITH  THESE  REGULATIONS 

Any  facility  out  of  compliance  with  regard  to  implementing  the  multi-level  recip- 
ient level  change  shall  be  subject  to  administrative  action,  in  accordance  with 
Section  A  of  this  Chapter. 
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WITHDRAWAL  BY  LEVEL  II  AND  LEVEL  III  PROVIDERS  FROM  THE  MEDICAL  ASSISTANCE  PROGRAM 


After  the  date  on  which  these  regulations  become  effective,  all  Level  II  and  Level 
III  long  term  care  providers  signing  contracts  with  the  Department  must  meet  the 
requirements  of  these  regulations.    All  contracts  signed  after  the  effective  date 
will  reflect  the  requirements. 

A  long  term  care  provider  may  elect  to  withdraw  from  the  Medical  Assistance  Program. 
However,  the  provider  must  continue  to  provide  care  for  Medical  Assistance  recip- 
ients remaining  in  the  facility  until  all  transfers  have  been  completed.     A  provider 
electing  to  withdraw  from  the  Medical  Assistance  Program  must  give  written  notice 
of  its  intention  to  withdraw  to  the  Long  Term  Care  Unit,  Medical  Division,  600 
Washington  Street,  Room  740,  Boston,  MA  02111.     The  notice  must  be  sent  by  registered 
mail  and  must  be  given  not  less  than  six  months  prior  to  the  effective  date  of  with- 
drawal; the  date  of  withdrawal  must  be  stated  in  the  notice.     The  provider  must  not 
admit  any  Medical  Assistance  recipients  after  the  date  of  notice  of  intention  to 
withdraw.    Neither  the  return  of  a  recipient  who  was  removed  from  the  facility  to  a 
hospital  nor  the  commencement  of  Medical  Assistance  eligibility  for  a  private 
patient  residing  in  the  facility  at  the  date  of  notification  shall  be  deemed  a  new 
admission. 
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Services  of  Home  Health  Agencies  and  Community  Health  Nursing  Services 
(the  latter  sometimes  referred  to  as  Visiting  Nurse  Associations  or  Public 
Health  Nurse  Services)  shall  be  provided  whenever  professional  home  care  is 
required  but  cannot  be  furnished  by  members  of  the  family.  The  services  are 
permitted  only  on  the  written  recommendation  of  a  physician. 

The  prime  objectives  of  home  health  services  are  to:  provide  an  alter- 
native to  hospital  or  other  institutional  care;  prevent  breakup  of  the  family 
unit:  preserve  the  patient's  identity  in  his  home  and  community;  to  prevent  the 
prolongation  of  debilitating  disease  or  other  handicapping  conditions;  and  to 
provide  these  services  at  a  cost  lower  than  other  available  alternatives.  The 
delivery  of  coordinated  services  through  Home  Health  Agencies  is  beneficial  to 
the  community  as  well  as  to  the  patient  since  a  medically  recommended  program 
of  nursing  and  other  restorative  services  can  be  obtained  from  one  source. 

Home  health  services  are  not  reimbursable  when  the  patient  resides  in 
a  medical  facility. 

1«    Description  of  Services 

a.  Home  Health  Agency 

A  Home  Health  Agency  is  a  public  or  private  organization  qualified  to 
participate  as  a  Home  Health  agency  under  Title  XVIII  of  the  Social  Security 
Act  and  approved  by  the  Department  of  Public  Welfare.  It  provides  nursing 
services  and  one  or  more  of  the  following  additional  services:  physical 
therapy,  occupational  therapy,  speech  therapy,  medical  social  work  and 
home  health  aides. 

b.  Community  Health  Nursing  Service 

A  Community  Health  Nursing  Service  is  a  public  or  private  agency  primarily 
engaged  in  nursing  care  and  must  meet  the  standards  required  by  the  Massa- 
chusetts Department  of  Public  Health  and  be  approved  by  the  Department  of 
Public  Welfare. 

c.  Home  Health  Aide 

Services  of  a  home  health  aide  are  those  services  obtained  through  a 
certified  Home  Health  Agency  and  performed  by  an  individual  assigned 
to  give  personal  care  services  to  a  patient  in  his  home  in  accordance 
with  a  plan  of  treatment  outlined  by  the  attending  physician.  A  certi- 
fied Home  Health  Agency  must  assign  a  qualified  registered  nurse  to  visit 
the  home  every  two  weeks  to  provide  continuing  supervision  of  the  aide 
and  to  review  the  continuing  need  for  such  service. 

Homemaker  service  is  not  a  medical  need.  (See  Chapter  IV  of  this  PA 
Policy  Manual. ) 
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The  Department  encourages  home  health  aide  services  as  an  alternative 
to  nursing  home  placement  whenever  possible,  A  patient,  with  the  con- 
sent and  approval  of  his  attending  physician,  will  be  permitted  to 
remain  in  his  home  using  the  services  of  a  home  health  aide  for  a 
period  of  up  to  60  days  before  consideration  shall  be  given  to  alter- 
natives such  as  placement  in  a  medical  facility. 


2.    Clarification  of  Counting  and  Payment  of  Visits 

The  following  explanations  are  included  to  clarify  the  counting  and 
payment  of  Home  Health  Agency  visits.  A  visit  is  a  personal  contact 
in  the  place  of  residence  of  a  patient  made  for  the  purpose  of  pro- 
viding a  covered  service  by  a  health  worker  on  the  staff  of  a  Home 
Health  Agency  or  by  others  under  contract  or  arrangement  with  the 
Home  Health  Agency. 


a.  Health  Assessment  Visit 


A  health  assessment  visit  is  made  to  evaluate  the  home  situation; 
to  obtain  health  information;  to  determine  if  there  are  appropriate 
physical  facilities  available  to  the  patient;  to  determine  the 
availability  of  family  members  to  help  in  the  care  of  a  patient; 
and  to  assure  that  each  individual  or  family  eligible  for  medical 
I  assistance  has  the  benefit  of  professional  health  advice  and 

f  guidance.  The  WSO  may  make  a  referral  for  such  service  when  it 

appears  appropriate. 

The  Home  Health  Agency  staff  member  making  the  visit  will  complete 
an  Assessment  Visit  Report  form,  a  copy  of  which  will  be  forwarded 
to  the  WSO.  Such  a  visit  is  payable  by  the  Department  but  only  upon 
eompletion  and  receipt  of  a  report  form. 

b.  Nursing  Visit  if  there  is  no  Physician  in  Attendance 

One  nursing  visit  may  be  made  if  there  is  no  physician  in  attendance. 
The  purpose  of  such  a  visit  is  to  assist  the  family  in  obtaining  medical 
care.  A  second  call  may  be  made  if  there  is  some  doubt  about  patient 
or  family's  ability  to  follow  through  on  advice  regarding  need  for 
medical  care  when  the  patient  needs  medical  attention.  The  second 
visit  is  payable,  provided  and  only  when  a  physician  evaluates  the 
situation  and  orders  further  visits  as  part  of  a  plan  of  treatment. 
(All  other  visits  require  medical  direction,  with  plan  of  treatment 
and  renewal  of  nursing  orders  every  60  days.) 

c.  Therapeutic  Visit 

A  therapeutic  visit  is  a  visit  ordered  by  a  physician  for  skilled 
treatment  (i.e.  injection,  treatments,  dressings,  physical  functional 
activities  and  preventive  services ) .    Such  a  visit  is  payable  by  the 
I  Department . 
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d.  Reassessment  f  pr_  Continuing :  Care 

A  reassessment  visit  for  continuing  Community  Health  Nursing  or 
Home  Health  Agency  services  is  a  visit  made  during  the  course  of 
active  treatment  prescribed  by  a  physician  for  the  purpose  of  eval- 
uating continuing  service  needs.    Such  visits  are  not  to  exceed  two 
(2)  a  month  and  are  payable  as  a  nursing  care  visit, 

e .  Eva  Ration  _  for  _  Personal  Care  Servicj^^isit 

An  evaluation  for  personal  care  services  is  a  visit  (l)  to  determine 
specific  personal  care  needs  of  a  patient  before  assignment  of  a 
home  health  aide  or,  (2)  to  review  adequacy  of  the  manner  in  which 
the  personal  care  needs  of  a  patient  are  met  by  the  aide.    This  is 
an  administrative  coat  and  is  not  a  chargeable  visit, 

f  •    SJ^m^  ta^eouj^^Via  its 

If  a  visit  is  made  simultaneously  by  two  or  more  persons  from  the 
same  agency  to  provide  a  single  service  for  which  one  person  super- 
vises or  instructs  the  other,  it  is  counted  as  one  visit  and  reimbur- 
sable as  such. 


Home  Health  Aide  Visits 


Home  Health  Agencies  providing  home  health  aide  services  may  charge 
at  the  reasonabl 3  and  customary  hourly  rate  for  home  health  aide 
services  in  that  locality.    This  charge  is  in  addition  to  other 
services  provided  by  the  Home  Health  Agency. 

3 o    Medical  .Supplies  and  Durable  Medical  Equipment 
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For  general  billing  and  payment  instructions  see  Section  A,  of  the  Medical 
Care  Plan. 

a.  Billing  Form 

( 1 )  When  Patient  has  Medicaid  Benefits  Only 

Individual  bills  shall  be  submitted  on  a  PA-10  form  and  itemized  • 
by  code  for  type  of  service. 

(2)  When  Patient  has  Combined  Medicare/Medicaid  Benefits 

Bills  shall  be  accepted  directly  from  the  Home  Health  Agencies 
only  when  they  carry  the  notation  that  the  recipient  is  not 
eligible  for  Medicare  benefits  for  home  health  services  because: 

(a)  He  has  exhausted  Medicare 

(b)  He  is  not  homebound 

(c)  He  is  at  a  maintenance  level  of  care. 

(Medicare  Explanation  of  Benefits  form  is  not  necessary  for  direct  billing) 

b.  Health  Assessment  and  Reassessment  for  Continuing  Care  Visits 

Health  assessment  and  reassessment  for  continuing  care  visits  shall 
be  billed  under  the  Nursing  Care  Code  (04-2001),  and  are  limited  to 
a  single  visit  (see  Item  2a  and  d  of  this  section). 

c .  Approved  Home,  Health  and  Community  Health  Nursing  Agencies  and  Fees 

Only  those  Home  Health  Agencies  and  Community  Health  Nursing  Services 
listed  in  Part  2    of  Section  F,  with  the  accompanying  fees  shall  be 
reimbursable. 
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SERVICE  CODE 

04  2001 

04  2002 

04  2003 

04  2004 

04  2006 

04  2009 

04  2007a 
04  2008b 

CITY/ TOWN 

AGENCY 

NURSING 
CARE 

PHYSICAL 
THERAPY 

SPEECH 
THERAPY 

OCCUPATIONAL 
THERAPY 

HOME 
HEALTH 
AIDES 

HOME 
HEALTH  AIDE 
MILEAGE 

LIMITED 

NURSING 
SERVICES 

. -.Ding  ton 

Abingron  V'ik 

$  4.00 
5/1/75 

$17.00 

$17.00 

$17.00 

$4.20  hr 
10/1/74 

$4.00  (a) 
5/1/75 

Ac  ton 

Acton  Public  Health  Nursing  Agency 

8.00 

1/1/75 

15.00 
1/1/75 

4.80  hr 
9/1/74 
5.20  hr 
11/1/74 

12c  mile 
10/1/74 

Acushnet 

\cushn«;i  Soarfl  of  Health 

9.14 

12/1/74 

17.00 

17.00 

17.00 

4.00  hr 

12/1/74 

15c  nile 
12/1/74 

6.81  (a) 

Adams  Public  Health  Nursing  Service 

8.00 
12/1/74 

12.00 

4.00  hr 

12c  mile 

5.00  (a) 
12/1/74 

Agawaj. 

See  Springf ielii 

Alford 

See  Greet  Barrington 

Acesburv 

Aaiesbury  Board  of  Hp^lth 

13.75 
3/1/75 

17.00 

17.00 

17.00 

2.00  (a) 

An  he r st 

Amherat  Board  of  Health  Kursiug 
Services 

8.50 
4/1/75 

M.50 
4/1/75 

4.00  hr 
4/1/75 

2.50  (a) 

Andover 

Andover  i/NA 

15.00 

8.00 

12.00 

3.00  hr 

8c  mile 

6.00  (a) 

Arlington 

Arlington  VNA,  Inc. 

16.00 
5/1/75 

ib.00 
S/l/75 

19.00 
5/1/7  5 

19.00 
5/1/75 

6.00  hr 
5/1/75 

5.00  (a) 

Ashburnham 

See  Ayer 

Aahby 

See  Ayer 

Ashfield 

See  Sunderland 

Aahlaod 

Ashland  Board  of  Health 

15.00 

11.00 

10.00 

5.00  (a) 

Athol 

*  Athol-Orange  Comnunity  Health 
Service  Agency 

Attleboro 

Community  Health  Agency,  lac. 

17.50 
11/1/74 

17.50 

17.50 

5.00  hr 

5.00  (a) 
1/1/75 

Auburn 

Auburn  District  Nure?  Assoc.,  Inc. 

8.90 

15.00 

15.00 

15.00 

4.60  hr 

Avon 

See  Brockton 

Ayer 

Neshoba  Assoc .  Boprds  of  Health 

8.00 

18.00 

5.00  hr 
9/1/74 

12c  mile 
10/1/74 

Barnstable  See  Hyannis 


F       -  Easter  Seal  (a)  Office  Visit  (b)  Nursing  Visit  Injection 

*  Use  percentage  of  charge  for  Hospital  OPD 
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SERVICE  CODE 

04  2001 

04  2002 

04  2003 

04  200i 

04  2006 

04  2009 

04  2007a 
04  2008b 

i  ITY/ TOWN 

AGENCY 

NURSING 
CARE 

PHYSICAL 
THERAPY 

SPEECH 
THERAPY 

xumnomi 

THERAPY 

HOME 
HEALTH 
AIDES 

HOME 
HEALTH  AIDE 
MILEAGE 

LIMITED 
NURSING 
SERVICES 

Bedford 

Bedford  Public  Health  Nursing  Service  $14.00 

10/1/74 

$16.00 
1/1/75 

$ 

s 

$ 

$5.00  (a) 
10/1/74 

Bell  Ingham 

See  Mllfotd 

Belmont 

Belnont,  Ifetertovn  Comunity  Health 

15.50 

1/1/75 

IS.  00 

1/1/75 

18.00 

1/1/7  5 

18.00 

1/1/75 

4.50  hr 

5.00  (a) 

Berkley 

See  Taunton 

- 

Berlin 

See  Ayer 

Bernardston 

See  Greenfield  -  Greenfield  VNA 

teveriy 

Beverly  VNA 
*  Bev r.rlv  Hoapi  c&l  Hone  Care  Service 

14.50 
3/1/75 

14.50 

3/1/75 

14.50 

3/1/7  5 

14.50 
3/1/75 

5.75  hr 
3/1/75 

Blackstone 

See  Uboosocket  R.I. 

Bolton 

See  Ayer 

Boston  VNA 

2C.00 
1/1/75 

20.00 
1/1/75 

20.00 
L/JL/75 

20.00 
1/1/75 

Up  to  two  hours  per 
visit,  7.00/hr  -  four 
hrs.  or  more  per  visit, 
5.00/hr  1/1/75 

14. CO  (a) 

South  End  Calamity  Health  Center 

11.51 

10/1/74 

15.64 
11/1/74 

"  Beth  Israel  done  Jealth  Care  Agency 

Laboure  Center  Visiting  Nurse  Service 

14.51 

5/1/75 

14.25 
10/1/74 

5.20  hr 
10/1/74 

Bourne 

See  Falmouth 

Bozboro 

See  A>er 

Boxford 

See  Topsfleld 

(J-aintree 

Braintree  VNA 

15.00 
10/1/74 

16.00 
10/1/74 

18.00 
10/1/74 

4.25  hr 
10/1/74 

8.00  (a) 
10/1/74 

Brevier 

See  hvannie 

Bridgevater 

Brldgeuater  VNA 

8.00 

17.00 

17.00 

17.00 

4.40  hr 

3.00  (a) 

10/1/74 
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SERVICE  CODE 

04  2001 

04  2002 

04  2003 

04  2004 

04  2006 

04  2009            04  2007a 
04  2008b 

CITY/ TOWN 

AGENCY 

NURSING 
CARE 

PHYSICAL 
THERAPY 

SPEECH 
THERAPY 

OCCUPATIONAL 
THERAPY 

HOME 
HEALTH 
AIDES 

HOME  LIMITED 
HEALTH  AIDE  NURSING 
MILEAGE  SERVICES 

Brockton 

Brockton  VNA 

$16.80 
3/1/75 

$17.00 

$17.00 

$17.00 

$4.30  hr 
9/1/74 

$7.00  (a) 
3/1/75 
6.00  (b) 

Brookllne 

Brookllne  Visiting  Nurse  Service 

14.00 

15.50 

4.55  hr 

3/1/75 

8.00  (a) 

Burlington 

Turlington  Board  of  Health 

10.00 

7.00 

4,50  (a) 

Cambridge 

Cambridge  VNA 

12.75  9/1/74 
14.00  10/1/74 

12.75  9/1/74 
14.00  10/1/74 

14.75 

14.00 
1/1/75 

5.00  hr 
9/1/74 

2.65  (a) 

Canton 

Canton  Nursing  Association 

10.00 

13.00 

2.00  (a) 

''arver 

Carvir  Public  Health  Nurse  Committee 

2.00 

15.00 

15.00 

15.00 

1 .50  (a) 

Charlton 

"  Harrington  Memorial  Hospital 

Chat  'rjan 

Chathan  VNA 

4.00 

11.00 

Chelmsford 

See  Love  11 

Chelsea 

Sec  Boston  VWA 

Chicopee 

Chic  ipee  VNA 

14.52 
4/1/75 

U.64 
4/1/75 

14.50 
4/1/75 

4.90  hr 
4/1/75 

10c  mile           2.75  (a) 

ChlJmark 

See  Vineyard  Haven 

Clarksburg 

See  North  Adams 

Clinton 

See  Worcester 

Cohasset 

Social  Services  League 

13.50 
3/1/75 

11.00 

4.25  hr 
4/1/75 

10c  mile           3.00  (a) 
9/1/74 

Colrain 

See  Greenfield  VNA 

Concord 

*  Emerson  Hospital,  Home  Health  Agency 

Conwa  t 

See  Sunderland 

Dai  ton 

Dalton  Board  of  Health 

10.00 
3/1/75 

12.00 

4.00  hr 

4.00  (b) 

Da  <r  *r  s 

Danvers  VNA 

13.00 

10.50 

17.00 

17.00 

4.60  hr 
1/1/75 
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SERVICE  CODE 

04  2001 

OA  2002 

04  2003 

04  2004 

04  2006 

04  2009 

04  2007a 
04  2008b 

C ITY/TOWN 

AGENCY 

NURSING 
CARE 

PHYSICAL 
THERAPY 

SPEECH 
THERAPY 

OCCUPATIONAL 
THERAPY 

HOME 
HEALTH 
AIDES 

HOME 
HEALTH  AIDE 
MILEAGE 

LIMITED 
NURSING 
SERVICES 

Dartmouth 

Dartmouth  Board  of  Health 

$12.00 
1/1/75 

$  * 

$ 

$4.00  hr 
11/1/74 

15C  mile 
11/1/74 

$ 

Deri  two 

Dedham  VNA 

15.00 

L8.00 

18.00 

18.00 

4.25  hr 

10.00  (a) 

♦ 


Dennis  See  Hysnnis 

Dljkkcon  See  Taunton 

Douglas  Douglas  Board  of  Health 

Dover  Sea  Med  field 

Dracut  See  Lowell 

Dudley  See  Webster 

Dunr  rable  See  Ayer 

Duxbjry  See  Fl;.-aouth 

E.  B;  .j.gewatei  E.  Bridge  vat  rr  H>roe  Health  Agency 

Ease  ham  Easthan  Town  Nrrsing  Service 

Eaethatapcon  Baa t had p ton  VNA 

E.  Longmcadow  See  i;rlngi ield 

Easton  East  or  Nursing  Association 

-dR.irtcvn  See  Vineyard  Haven 

Egtomont  See  Great  Barrlngton 

Ervlng  *  AthoL-Orange  Community  Health  Service 


3/1/75 


4. 00 


7.00 

5.00 
7.00 

12.29 


17.00 

14. 0C 
12.00 

17.00 


17.00 


12.00 


17.00 


17.00 


17.00 


4.20hr. 
10/1/ ?4 

4.00  hr 


4.88  hr 
iO/1/74 


2.50  (a) 


1.00  (a) 


5.00  (a) 
6.00  (b) 
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SERVICE  CODE 

04  2  001 

04  2002 

04  2003 

04  2004 

04  2006 

04  2009 

04  2007a 

04  2008b 

cm/  TOWN 

AGENCY 

NURSING 
CASE 

PHYSICAL 
THERAPY 

SPEECH 
THERAPY 

OCCUPAIIONAL 
THERAPY 

HOME 
HEALTH 
AIDES 

HOME 
HEALTH  AIDE 
MILEAGE 

LIMITED 

nurshk 
services 

tstex 

*  Cable-Coburn  Regional  Hose  Health 
Agency 

$ 

$ 

$ 

$ 

Bverett 

*  Everetr.  VNA  (Whlddan  Hoapital) 

Fair  Raven 

The  Community  Nurse  Aaaoc .  of 
Fair  Haven 

13.50 
1/1/75 

4.15  hr 
11/1/74 

15C  aiie 

11/1/74 

3.50  (a) 

Fa.U  BJv^r 

Dlaulct  Nursing  Association 

17.75 
1/1/75 

17. CO 

17.00 

17.00 

4.00  hr 

12c  alia 

1/1/75 

6.50  (a) 

Faluoutti 

Palaouth  Hurting  Aesocletlon 

15.20 
1/1/7  ■> 

15.00 

1/1/75 

15.00 
1/1/75 

15.00 
1/1/75 

4.50  hr 
1/ 1/75 

6.00  (a) 

1/1/75 

PlUhburg 

VNA  of  Fltcbburg 
*  Burbank  Hospital 

li.50 

i.9.50 
3/l/7i 

19.50 

3/1/75 

19.50 

3/l/'5 

5.50  far 
2/1/75 

5.00  (a) 

Florida 

See  North  Adaaa 

rexooro 

See  Attlaboro 

>'i  aai.Tghar, 

Fraalngliaa  VNA 

15.37 
1/1/75 

16.53 
1/1/75 

12.9 

17.30 
1/1/75 

4.7o  hr 
l/i/75 

4.32  (a) 

Funklio 

franklin  Board  of  Health 

12.00 

17.00 

17.00 

17.00 

4.25  hr 

6.00  (•) 

Pie*  town 

See  Fall  Hlver 

('■ardn'  r 

Oardner  VHA 

a. 00 

13.00 

5.00  itr 

4.00  (a) 

..  lyhend 

Sp*  Vineyard  Have  a 

Georgetown 

Sca  Haverhill 

GUI  " 

Sea  Greenfield  VNA 

Gloucester 

Cape  Ann  Community  Nuraing 
Aaaoc.,  Inc. 

10.55 

13.00 
4/1/75 

13.00 

13.00 
4/1/75 

5.00  hr 

3.00  (a) 

Grafton 

Comunlty  Nursing  Aaaoclatlon 

14.10 

5/1/75 

12.00 
1/1/75 

4.79  hr 
1/1/75 

3.50  (a) 
1/1/75 

Cranby  See  Holy  oka 
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SH&VXCE  CODF. 

04  2001 

04  2002 

04  2003 

04  2  004 

04  2006 

04  2009 

04  2  007  a 
04  2008b 

CITY/ TOWN 

AGENCY 

IWRd  lAu 

PHYSICAL 

SPFRTH 
TV  TO  A  PV 

OCCUPATIONAL 
THERAPY 

HOME 
HEALTH 

AIDES 

HOME 
HEALTH  AIDE 
MILEAGE 

LIMITED 
NURSING 
SERVICES 

Gt *  Barrington 

Southern  Berkshire  VNA 

$10.00 

1 

$ 

$3.00  hr 

$2.50  (a) 

Greenf leld 

Greenfield  VNA 

15.00 

14.00 

15.00 

10.00 

5.25  hr 
10/1/74 

3.00  (a) 

Frar.Iclln  Count;  Home  Health  Care, 

Inc  .  13.00 
7/1/74 

1  d  nn 
2/1/75 

2/1/75 

i  A  no 
xo  •  uu 

2/1/75 

5.00  hr 
7 /1/74 

5.00  (a) 
7/1/74 

Gro  ton 

See  Ayer 

Groveland 

See  Haverhill 

Halifax 

See  Brockcon 

Hamilton 

VNA  of  Hi  allton-Wenhta 
*  Beverly  Hospital  Home  Care  Service 

12.59 

10.00 

Kit  /IK 

3/ if  1 3 

4.50  hr 
5/1/75 

10c  mile 

Hampden 

Sep.  Springfield 

Hancock 

See  Will  lac stuvn 

Hanover  VNA 

6.50 

17.00 

17.00 

17.00 

4.20  hr 
10/ 1/74 

4.50  (a) 

iian^. 

Slaneon  VNA 

7.50 
1V1/75 

17.00 

17.00 

17.00 

4.20  hr 
10/1/74 

Harvard 

See  Ayer 

Harwich 

Harwich  Town  Nursing  Service 

4.00 

12.00 

\ 

4.00  hr 

Hav er  hill 

VKA  of  Haverhill 

5/1/75 

in  t> 
5/1/75 

5/1/75 

10.13 

3.70  hr 
5/1/75 

1  Oc  mil  p 

1UV    111  XX  c 

5/1/75 

5.00  (a) 
5/1/75 

dingha;* 

Hingham  Visiting  Nurse  and 
Community  Service 

14.00 
9/1/74 

12.00 

14.50 
9/1/74 

5.00  hr 

3.00  (a) 

Hinfcdfl,  lp 

See  Oalton 

Ilolb.  ook 

Holbrook  VNA 

12.00 

13.00 

4/1/75 

4.80  hr 

4/1/75 

3.00  (a) 

Holds  n 

*  Wachueett  Home  Health  Care  Agency- 
Holdan  District  Hospital 

Holllston 

See  Framinghait 

So.  yoke 

Holycke  VNA 

16.70 

16.70 

8.00 

4.50  hr 

5.50  (a) 

3/1/75  3/1/75  8.80  (b) 
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SEIVICE  CODE 

OA  2001 

OA  2002 

04  2003 

04  2004 

04  2006 

04  2009             04  2007a 
04  2008b 

CITY/TOWN 

AGENCY 

NURSING 
CARE 

PHYSICAL 
THERAPY 

SPEECH 
THERAPY 

OCCUPATIONAL 
THERAPY 

HOME 
HEALTH 
AIDES 

HOME  LIMITED 
HEALTH  AIDE  NURSING 
MILEAGE  SERVICES 

Hcpedaie 

See  Milford 

$ 

$  5 

$ 

$ 

$ 

Hopk lnton 

See  Framin^hani 

Hud  so  D 

Hudson  Community  Health  Assc;  . 

9.00 

16.00 
2/1/75 

4.79  hr 
2/1/75 

Hull 

ilul '  Board  of  Health 

6.00 

10.00 

1.50  (a) 

Hyanois 

VNA  of  Central  Cape  Cod 

12.00 

15.00 

15.00 

15.00 

4.50  hr 

3.50  (a) 

Ipswich 

Kingston 

Lancasc  er 

Lanesborc 

Lawrence 

Lee 

Leoninster 

Lexington 

Leyden 
L  inc  oli: 


1/1/75 


*  Cable-Coburn  Regional  Home  Care 
See  Plymouth 

See  Ayer 

See  Pittsfleld 

*  Lawrence  General  Hospital 
Lee  VNA 

Leominster  VNA 
Lexington  VNA 

See  Greenfield 

*  Emerson  Hospital,  Home  Health  Agency 


8.25 
12.50 


14.33 
11/1/74 


13.  CC 
8.00 
19.00 


19.00 


19.00 


4.00  hr 
1/1/75 

5.00  hr 
12/1/74 

5.78  hr 
11/1/74 


8.00  (b) 


2.00  (a) 
2.00  (a) 


Littleton 

Longmeadow 

Lowell 

..unenburg 
Lynn 


jee  Ayer 

See  Springfield 

Lowell  VNA 

Lunenburg  Public  Health 
VNA  of  Greater  Lynr 


14.95 


9.50 


15.65 
10/1/74 


17.00 


15.65 
10/1/74 


17.00 


15.00 
3/1/75 


17.00 


12.00 
3/1/75 


4.30  hr  12c  mile 

10/1/74  10/1/74 
4.55  hr  12/1/74 

4.90  hr 
10/1/74 

6.24  hr 


3.00  (a) 


6.00  (a) 
10/1/74 
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SERVICE  CODE 

04-2001 

04  2  002 

04  2003 

04  2004 

04  2006 

04  2009             04  2007a 
04  2008b 

C ITY/TOWN 

AGENCY 

MITT?  C  T XV" 

CARE 

PHYCTT  AT 
TU  T7D-A  P  V 

OrLtL H 
In  uu\rl 

OfTTTPA  T  TflNA  T 

THERAPY 

HOME 
HEALTH 
AIDES 

HOME  LIMITED 
HEALTH  AIDE  NURSING 
MILEAGE  SERVICES 

Lynnf  ield 

See  Lynn 

Maiden 

Maiden  Community  Nursing  Assoc. 

13.90 
2/1/7  5 

16.50 

2/1/7  5 

16.00 
2/1/75 

16.00 
7/1 /7  5 

5.44  hr 
2/1/75 

5.00  (a) 
2/1/75 

Manchester 

Manchester  Nursing  Service 
*  Beverly  Hospital  Home  Care  Service 

11.00 

10.00 

10.00 

12.00 

4.50  hr 
1/2/75 

3.00  (a) 

Mansfield 

See  Attleboro 

Mar  biehead 

MArhlph^'d  VMA 
nai  uicutuu  vim 

11  ■  U  J 

4/1/75 

Lit  J\J 

14 . 00 

4.25  hr 
1/2/75 

Mar  ion 

Marion  VNA 

9.00 

4 .00  hr 
1/1/75 

15c  mile 
1/1/75 

Mar 1 boro 

Marlboro  VNA 

9  .50 
9/1/74 

10.00 

4.30  hr 

Mashpee 

See  Falmouth 

Mattapoisett 

Mattapoisett  District  Nurses 

9.00 
1/1/75 

17.00 

17.00 

17 .00 

4.00  hr 

i  /i  n  5 

LI  LI  1  J 

15C  mile 

i  /i  n  s 

LI  LI  1  J 

Maynard 

Maynard  Public  Health  Nursing  Service 

8.50 

15.00 
1/1/75 

4.80  hr 
9/1/74 
5.20  hr 

12c  mile 
10/1/74 
11/1/74 

Medfield 

VNA  of  Dover,  Medfield,  Norfolk 

9.00 

18.00 

18.00 

Bedford 

Medford  VNA 

12.11 
2/1/75 

17.85 

17.85 

17.85 

5.00  hr 
2/1/7  5 

6.00  (a) 
2/1/75 

Melrose 

Melrose  District  Nursing  Service 

10.00 

15.00 
18.00  E.S. 

18.00 

18.00 

4.20  hr 

10c  mile           2.50  (a) 

% 

*  Melrose-Wakefield  Hospital 


Mendon  See  Milford 

Methuen  *  Lawrence  General  Hospital 
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SERVICE  CODE 

04  2001 

04  2002 

04  2003 

04  2004 

04  2006 

04  2009 

04  2007a 
04  2008b 

C  ITY/TOWN 

AGENCY 

NURSING 
CARE 

PHYSICAL 
THERAPY 

SPEECH 
THERAPY 

OCCUPATIONAL 
THERAPY 

HOME 
HEALTH 
AIDES 

HOME 
HEALTH  AIDE 
MILEAGE 

LIMITED 
NURSING 
SERVICES 

Middle  ton 

Middleton  Community  Service 

$11.01 
9/1/74 

$10.00 
5/1/75 

$ 

$ 

$4.00  hr 
5/1/75 

$ 

Milford 

Mllford  Area  VHA 

15.40 
11/1/74 

16.50 

16.50 

16.50 

4.50  hr 

Mil:  bury 

Millbury  Society  for  District 
Nursing 

10.00 

10.00 

10.00 

10.00 

4.60  hr 

7.00  (a) 

Miliis 

Miliis  Board  of  Health 

10.00 

17.00 

17.00 

17.00 

3.50  (a) 

Mlllville 

See  Woonsocket 

Milton 

Milton  V'.'V  and  Social  Service  League 

12.00 
5/1/75 

15.  OC 
5/1/75 

3.00  (a) 

Mo  n  son 

Monson  VNA 

10.00 
4/1/75 

17.00 

17.00 

17.00 

6.00  (a) 

Montague 

Montague  Nursing  Department 

10.00 
10/1/74 

8.15 

10/1/74 

8.25 
10/1/74 

11.00 

3.25  hr 
10/1/74 

2.00  (a) 

Monterey 

See  Great  Barrington 

Ml  .  Uashingto-.i 

See  Great  Barrington 

Naliant 

See  Lynn 

[fa  tick 

VNA  of  Natick 

14.50 
9/1/74 

12.00 
9/1/74 

3.00  (a) 

fjf>d  liam 

Need  ham  VNA 

13.  52 
5/1/75 

13.72 

15.68 

15.68 

5.00  hr 

3.92  (a) 

.Jeu  Aslifotd 

See  VJilliaimtovu 

New  Bedford 

*  St.  Luke's  Hospital 

Nev'iur  y 

See  Newbaryport 

Newburypor  t 

Newburyport  Health  Center 

11.50 

17.00 

17.00 

17.00 

3.55  hr 

10c  mile 

5.00  (a) 

[ 

* 
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SERVICE  CODE 

OA  2001 

04  2002 

04  2003 

04  2004 

04  2006 

04  2009 

04  2007a 
04  2008b 

C  ITY/  TOWN 

AGENCY 

NURSING 
CARE 

PHYSICAL 
THERAPY 

SPEECH 
THERAPY 

OCCUPATIONAL 
THERAPY 

HOME 
HEALTH 
AIDES 

HOME 
HEALTH  AIDE 
MILEAGE 

LIMITED 
NURSING 
SERVICES 

New  Marlboro 

See  Great  Barring  ton 

$ 

$ 

S 

$ 

$ 

S 

New  Salem 

*  Athol-Orange  Community  Health  Service 

Newton 

Nekton  Wellesley  VNA 

14 . 59 
1/1/75 

14.59 
1/1/75 

24.00 
1/1//5 

1/1/75 

7.20  hr 
1/1/75 

4.80  (a) 

Nor  to  IK 

See  Medfield 

Nor  th  A  iams 

VNA  of  North  Adams 

12.00 

12.00 

4  00  hr 

1 .50  (a) 

Northampton 

Northampton  VNA 

8.20 

10.00 

10.00 

3  50  hr 

1.50  (a) 

North  Andover 

*  Lawrence  General  Hospital 

North  Attleboro 

See  Attleboro 

North  Prookfield 

*  Harrington  Memorial  tiospital 

Nor  thboro 

Nor thboro  District  Nursing  Assoc. 

8.00 

16.00 
2/1/75 

4.79  hr 

2/3/75 

Northbr  idge 

Northbridge  Nursing  Assoc. 

7.00 

11.00 
1/1/75 

2.00  (a) 

Not  tlif  ield 

Nbrthfield  Public  Health  Nursing 
Serv  ice 

10.50 

11.55 

10.00 

11.70 

5.25  hr 
10/1/74 

2.50  (a) 

North  Reading 
*lor  to  n 
tor  wood 
Oak  Bluffs 

la  1:  Lara 

Orange 

Orleans 

Otis 
Palmer 


See  Reading 

See  Attleboro 

Norwood  VNA 

See  Vineyard  Haven 

*  Machusett  H.M.A.,  Holden  District 
Hospital 

*  Athol-Orange  Community  Health  Service 
Agency 

Orleans  Town  Nursing  Service 

See  Great  Barrington 
Palmer  VNA 


14.00 


6.00 
12/1/74 


9.10 

5/1/75 


18.00 


14.00 


17.00 


18.00 


19.00 
5/1/75 


19.00 
5/1/75 


4.25  hr 


4.20  hr 
12/1/74 


2.00  (a) 
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SERVICE  CODE 


04  2001 


04  2002 


04  2003 


04  2004 


04  2006 


04  2009 


NURSING 
CARE 


*  Wacliusett  H.H.A.,  Holden  District  $ 
Hospital 


$ 


04  2007a 
04  2008b 


PHYSICAL  SPEECH  OCCUPATIONAL        HOME  HOME  LIMITED 

HEALTH  HEALTH  AIDE  NURSING 

THERAPY  THERAPY  THERAPY  AIDES  MILEAGE  SERVICES 


I'eabody 

I'acbroke 
Peru 

Peter  sliam 
Pittsf  leid 
Plainville 

PlylDOU  I  h 


Peabody  VNA  11.60 

*  i.e.  Thomas  Hospital  Home  Health 
Care  Program 

Pembroke  Public  Health  Nursing  Assoc.  6.25 
Sec  Dal  ton 

*  Athol-Orangi'  Community  Health  Service 

Ag  t*nc  y 


I'ii  tstield  VNA, 
See  Mtleboro 

Plymouth  Community  Nursing  Assoc. 


ii  .00 


13.50 
1/1/75 


11.60 


18.00 


18.00 
1/1/75 


18.00 


18.00 
1/1/75 


18.00 


18.00 
1/1/75 


3.30  hr 


5.30  hr 
1/1/75 


2.50  (a) 


5.50  (a) 
5.50  (b) 


5.00  (a) 


Plvmpton 
Pr  tnceton 

Plovinceton 

Quinc  y 

Randolph 
*avnham 
Read lng 


See  Brockton 

*  Uachu&ett  H.H.A.,  Holden  District 
Hospital 

Provincatown  Health  Dept. 

Quincy  VNA 

Kandolph  Board  of  Health 
See  Taunton 


4.25 
10.00 
9.75 


VNA  of  Reading,  Stone  ham,  Wakefield,  11.62 
Woburn  2/1/75 


11.00 
5/1/75 

13.00 
9/1/74 

9.75 


11.76 

2/1/75 


19.00 
9/1/74 


16.24 


19.00 
9/1/74 


15.75 
2/1/75 


4.50  hr 
5/1/75 


4.85  hr 
4/1/75 


4.34  hr 
5/1/75 


2.00  (a) 


12c  mile 
5/1/75 


3.50  (al 
5.25  (b) 


Rehobo  th 


See  Taunton 
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SERVICE  CODE 

04  2001 

04  2002 

04  2003 

04  2004 

04  2006 

04  2009 

04  2007a 
04  2008b 

CITY/TOWN 

AGENCY 

NURSING 
CARE 

PHYSICAL 
THERAPY 

SPEECH 
THERAPY 

OCCUPATIONAL 
THERAPY 

HOME 
HEALTH 
AIDES 

HOME 
HEALTH  AIDE 
MILEAGE 

LIMITED 
NURSING 
SERVICES 

See  Boston  VNA 

$ 

$ 

$ 

$ 

$ 

$ 

Rlchnond 

Community    ealth  Assoc.  of 
Richmond  4  W.  Stockbridge 

8.00 
5/1/75 

12.00 

3.00  hr 

t<oc  hes';er 

See  Marion 

Rockland 

Rockland  VN, 

12.00 
5/1/75 

18.00 

18.00 

18.00 

4.20  hr 
11/1/74 

.<ockport 

Rockport  Public  Health 

5.80 

11.00 

12.00 
9/1/74 

12.00 
9/1/74 

4.75  hr 

2.70  (a) 

Rowley  *  Cable-Coburn  Regional  Home  Care, 
Cable  Memorial  Hospital 

Rutland  *  Wachusett  H.H.A.,  Holden  District 

Hospi  tal 

Salem  Saiem  VNA 

Salisbury  See  Newburyporc 

Sandlsfield  «•  Great  Barrington 

Sandwich  town  of  Sandwich,  Nursing  Department 

Saugus  See  ;nn 

Scituate  Scituate  Home  Health  Agency 

Sharon  Sharon  Board  of  Health 

Sheffield  See  Great  Barrington 

Sherborn  See  Uaticl 

Shirley  See  Ayer 

Shrewsbury  See  Worcester 


14.00 


6.00 


9.00 
10/1/74 


10.00 


17.00 


15.00 


17.00 


18.00 


17.00 


15.00 


17.00 


17.00 


15.00 


17.00 


10.00 


4.50  hr 


4.00  hr 


4.25  hr 


1.00  (a) 


3.00  (a) 
10/1/74 

5.00  (a) 
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SERVICE  CODE 


OA  2001 


04  2002 


04  2003 


04  2004 


04  2006 


04  2009 


04  2007a 
04  2008b 


CITY/TOWN 


AGENCY 


NURSING 
CARE 


PHYSICAL 
THERAPY 


SPEECH 
THERAPY 


OCCUPATIONAL 
THERAPY 


HOME 

HEALTH 
AIDES 


HOME 
HEALTH  AIDE 
MILEAGE 


LIMITED 
NURSING 
SERVICES 


Somerset 

Somerville 

Soutliboro 
Southbr  idge 

South  iladley 
Southampton 
Southwick 
Spencer 

Spring!  ield 

St er ling 

Stockbridge 
Stoneliara 

StOUglltOll 

Srowe 

Sturbr  idge 
Sud  bur  y 
Sunderland 


Somerset  Board  of  Health 
Somerville  VNA 

See  Framingliam 

*  Harrington  Memorial  Hospital, 
Hone  Care  Department 

See  Holyoke 

See  East  liampton 

See  Springfield 

Spencer  Good  Samaritan  &  District 
Nursing 

VNA  ot  Springfield 


$12.00 


9.87 


11 , 20 


13.50 
5/3/7  5 


*  Uachusett  II .11  .A.,  Holden  District 
Hospital 

See  Great  Harrington 
See  Reading 

*  H.Bi  Memorial  Hospital,  Home  Health  Service 


Stougiiton  Public  ileal tu  assoc. 

*  Emerson  Hospital  Home  Health  Agency 

*  Harrington  Memorial  Hospital 

Sudbury  Public  Health  Nursing  Assoc. 

Ashfield,  Conway,  Sunderland, 
Whatelv  Public  Health  Assoc. 


5.00 
11/1/74 


13.20 
8.00 


$17.00 


14.10 


18. 00 


13.50 
5,  1/75 


17.00 


15.50 
13.75 


$17.00 


14.10 


18.00 


17.91 


17.00 


10.00 


$17.00 


14.10 


18.00 


17.91 


17.00 


11.70 


$4.00  hr 
10/1/74 

4.55  hr 
12/1/74 


4.60  hr 


4.20  hr 
5/1/75 


4.20  hr 
10/1/74 


5.00  hr 


5.25  hr 
10/1/74 


12c  mile 
10/1/74 


$5.00  (a) 


2.82  (a) 


5.75  (a) 


2.00  (a) 
11/1/74 


3.65  (a) 
2.00  (a) 
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04  2001 

04  2002 

04  2003 

04  2004 

04  2006 

04  2009 

04  2007a 
04  2008b 

CITY/ TOWN 

AGENCY 

NURSING 
CARE 

PHYSICAL 
THERAPY 

SPEECH 
THERAPY 

OCCUPATIONAL 
THERAPY 

HOME 
HEALTH 
AIDES 

HOME 
HEALTH  AIDE 
MILEAGE 

LIMITED 
NURSING 
SERVICES 

Sutton 

Sutton  Board  of  Health 

$  5.00 

$  * 

$ 

$4.60  hr 

$ 

Swampscott 

See  Lynn 

Swansea 

Swansea  Board  of  Health 

10.40 

17.00 

17.00 

17.00 

4.00  hr 
10/1/74 

12  c  mile 
10/1/74 

Taunton 

Taunton  VNA 

14.00 

18.00 

18.00 

18.00 

3.50  hr 

3.00  (a) 

Tewksbury 
Tisbury 
Topsf  ield 

Truro 

Town  send 

Tyngsborough 

Tvringham 

;.pton 

Uxbrldge 

Vineyard  Haven 


See  Lowell 
See  Vineyard  Haven 
Toosfield-3 oxford  Community  Club 
*  Beverly  Hospital  Home  Care  Service 
See  Wellfleet 
See  Ayer 
See  Ayer 
See  Lee 

Upton  Board  of  Health 
Uxbrldge  Board  of  Health 


Martha's  Vineyard  Visiting  Nurse 
Home  Makers  Service 


11.75 


11.15 
8.50 


11.32 
2/1/75 


11.75 


15.00 

12.00 
4/1/75 

10.50 


11.75 


2/1/75 


4.25  hr 


7.00  (b) 


5.00  (a) 


3.35  hr 
2/1/75 


10c  mile 


2.00  (a) 
2.00  (a) 


5.00  (a) 
2/1/75 


Wakefield 

Walpole 
Waltham 


*  Melrose-Wakefield  Hospital, 
Home  Care  Program 

See  Reading 

Walpole  VNA 

Waltham  VNA 


12.00 

16.50 
1/1/75 


18.00 
13.50 


18.00 


15.00 


4.50  hr 

5.00  hr 
1/1/75 


6.00  (a) 

5.00  (a) 
1/1/75 
7.00  (b) 
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SERVICE  CODE 


OA  2001 


04  2002 


04  2003 


04  2004 


04  2006 


04  2009 


04  2007a 
04  2008b 


CITY/TOWN 


AGENCY 


NURSING  PHYSICAL  SPEECH  OCCUPATIONAL        HOME  HOME  LIMITED 

HEALTH  HEALTH  AIDE  NURSING 

CARE  THERAPY  THERAPY  THERAPY  AIDES  MILEAGE  SERVICES 


Waltham  *  Waltham  Herat  Health  Agency  $ 

Waltham  Hospital 

Ware  *  Mary  Lane  Hospital 

Wareham  Wareham  VNA  6.00 

Warren  *  Harrington  Memorial  Hospital 

Warwick  *  Athol-Orange  Community  Health  Service  - 

Athol.  Memorial  Hospital 

Watertown  See  Belmon^ 

Wayland  Parmenter   leal-t  ^ssoc  Center 

Webster  Webster  Samaritsn  Assoc. 

Wellesley  See  Newton 

Wellfleet  Wellfleet  Home  Health  Agency 

Wendell  *  Athol-Oratige  CorareuAity  Heal'.h  Service 

Athol  Memorial  Hospital 

Wenhan  *  Beverly  Hospital  Home  Care  Service 

See  Hamilton 

Uestborough  Westboroujh  District  Nursing  Assoc.  5.00 

W.  Bridgewater  See  Bridgewater 

Westford  See  Lowell 

W.  Hampton  See  Easthampton 

Westminster  See  Gardner 

West  Newbury  See  Haverhill 


14.11 
8.00 


8.00 


17.00 


14.00 
12.00 


16.00 
2/1/75 


17.00 


12.00 


17  .00 


4.00  hr 


3.75  hr 


4.00  hr 


4.79  hr 
2/1/75 


10c  mile 


$ 


6.00  (a) 


5.00  (a) 
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SERVICE  CCCE 


04  2001 


04  /002 


04  2003 


04  2004 


04  2006 


04  2009 


04  2007a 
04  2008b 


CITY/ TOWN 


AGENCY 


NURSING  PHYSICAL  SPEECH  OCCUPATIONAL        HOME  HOME  LIMITED 

HEALTH             HEALTH  AIDE  NURSING 
CARE  THERAPY  THERAPY  THERAPY  AIDES  MILEAGE  SERVICES 


Weston 
Westport 

W.  Stockbridge 
W.  Springfield 
Wast  Tisbury 
V."  est  wood 

VJeyi-ou  th 

Whately 
Wh  i  tma  n 

Wilbrahaw 
W  llliamstown 
Wine  h  e  s  t  er 

Windsor 
M inthrop 
Wo  burn 

Woonsocket  R.I. 

Worcester 


'rarmo  ith 


Weston  VNA 

Westport  Board  of  Health 

See  Richmond 

See  Springfield 

See  Vineyard  Haven 

Westwood  Conaunity  Health  Assoc. 

Weymouth  VNA 

See  Sunderland 
Whitman  VNA 

See  Springfield 
Williamitown  VNA 
Winchester  VNA 

See  Dalton 
See  Boston 
See  Reading 
Woonsocket  VNA 
VNA  of  Worcester 

Pernet  Family  Health  Service 
See  Hyannis 


$15.00 


10.00 
9/1/74 


13.75 
3/1/75 

13.52 
10/1/74 


7.00 


13.00 


13.16 
5/1/75 


13.75 

19.00 

1/1/75 

11.50 


$16.00 
17.00 


21.00 

3/1/75 


17.00 


17.00 


13. 00 

14.00 
5/1/75 


16.75 

19.00 
1/1/75 

11.50 


$16.00 
17.00 


18.00 


17.00 


17. 0C 


8.50 
13.50 


19.00 
1/1/75 

11.50 


$16.00 
17.00 


12.00 

5/1/75 

17.00 


17.00 


19.00 
1/1/75 


$4.50  hr 


4.00  hr 
9/1/74 


4.25  hr 


4.25  hr 
4/1/75 


4.20  hr 
1/1/75 


3.25  hr 


6.00  hr 
5/1/75 


12c  mile 

9/1/74 


10c  mile 
10/1/74 


11.75  per  visit 

5.00  hr 
1/1/75 

3.50  per  visit 


$3.00  (a) 
3.00  (a) 


2.50  (a) 

3.00  (a) 

2.00  (a) 
3.00  (a) 


7.50  (a) 
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HOME  MEDICAL  CARE 


HOME  MEDICAL  CARE  PROGRAMS 


Procedure 
Code 


019661 
019662 


1.     HOME  MEDICAL  CARE  PROGRAM-CHRONIC  CARE 

This  program  is  designed  to  provide  medical  services  in  the 
home  to  severely  ill  patients  with  long-term  illnesses  who 
would  otherwise  require  prolonged  hospitalization  at  a  high 
cost  to  the  community.     Patients  selected  by  the  hospitals 
are  provided  with  continuous  care  of  a  comprehensive  nature 
which  is  comparable  to  care  received  in  a  hospital.  Until 
discharged  from  the  program,  the  approved  all-inclusive  per 
diem  rate  is  paid  for  each  day  that  the  patient  is  enrolled 
in  the  program.     The  following  programs  have  been  approved: 

Hospital  Per  Diem  Rate 

Beth  Israel  Hospital-Boston  $  4.75 

Peter  Bent  Brigham  Hospital-Boston         7.00  (eff. 9/1/66) 


2.     ACUTE  HOME  CARE  PROVIDED  BY  HOSPITAL  PHYSICIANS 

Several  large  hospitals  have  physicians  who  make  calls  on 
persons  suffering  from  acute  illness  (occasionally  chronic 
illness).     Generally,  the  service  is  provided  in  designated 
geographical  areas  of  a  city.     The  following  programs  have  been 
approved: 

019663  University  Hospital-Boston 

per  physician's  home  visit  3.50 

019664  Franklin  County  Public  Hospital 

Greenfield 

per  physician's  home  visit  100%  Percentage 

of  Charge 
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Physical  "therapy,  occupational  therapy,  speech  therapy  and  audiologi'cal  services 
are  referred  to  as  restorative  services.    These  services  should  be  viewed  as 
but  one  component  of  the  total  care  for  reduction  of  physical  disability  and 
restoration  of  the  patient  to  his  maximum  functional  level.    Non-essential  or 
experimental  services  will  not  be  reimbursed.    Services  provided  and/or  equipment 
ordered  must  constitute  a  significant  service,  be  based  on  demonstrated  need  and 
potentially  contribute  to  improved  patient  functioning. 

The  policies  described  in  this  Section  are  in  conformity  with  the  Conditions  of 
Participation  and  Guidelines  for  Restorative  Services  which  were  developed  by  the 
Massachusetts  Public  Health  Department  with  the  advice  and  assistance  of  a  Task 
Force  representing  the  professional  specialists  involved  in  restorative  services. 

Although  restorative  services  are  normally  rendered  through  an  institution,  agency 
or  clinic,  this  Section  concerns  itself  only  with  the  private  practitioner  render- 
ing direct  service  to  eligible  Medical  Assistance  recipients. 

Qualifications  of  Practitioners 

Persons  rendering  restorative  services  must  comply  with  the  qualifications  listed 
below  to  be  eligible  providers  under  the  Medical  Assistance  program. 

ls    Physical  Therapist 

A  qualified  physical  therapist  is  a  graduate  of  a  curriculum  in  physical 
therapy  approved  by  the  Council  on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association  and  is  currently  registered  by  the  Board  of 
Registration  in  Medicine  under  the  laws  of  the  Commonwealth  of  Massachusetts 
and,  on  or  after  October  30,  1970  has  been  certified  by  the  Social  Security 
Administration. 

2.  Occupational  Therapist 

A  qualified  occupational  therapist  is  currently  registered  with  the 
American  Occupational  Therapy  Association. 

3.  Speech  Pathologist  (Speech  Therapist) 

A  qualified  speech  pathologist  has  been  granted  a  Certificate  of  Clinical 
Competence  by  the  American  Speech  and  Hearing  Association  or  meets  the 
equivalent  educational  requirements  and  work  experience  for  such  certification. 
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U*  Audio logist  (Hearing  Therapist) 

A  qualified  audiologist  has  been  granted  a  Certificate  of  Clinical 
Competence  by  the  American  Spaech  and  Hearing  Association  or  meets 
the  equivalent,  educational  requirements  and  work  experience  for 
such  certification.. 

Evaluation  and  Treatment  Requirements 

1.  All  physical  and  occupational  therapy  shall  be  supported  by  written 
referral  of  a  registered  doctor  of  medicine  prior  to  initiation  of 
patient  evaluation  or  treatment 0 

2.  The  physician's  orders  shall  be  renewed  in  writing  every  thirty  days 
as  long  as  the  patient  is  undergoing  treatment. 

3.  Speech  and  hearing  services  shall  be  supported  by  written  recommendation 
of  a  registered  doctor  (medicine  or  dentistry)  prior  to  initiation  of 
patient  evaluation  or  treatment. 

4-.  All  children  (age  18  or  below)  shall  have  had  a  complete  medical  exam- 
ination prior  (within  90  days)  to  the  delivery  of  restorative  services. 

Service  Exclusions 

Although  physical  therapists,  occupational  therapists,  speech  pathologists  and 
audiologists  provide  a  variety  of  indirect  services  (such  as  education,  case 
conferences,  in-service  education  programs,  etc.)  the  Medical  Assistance  program 
will  reimburse  only  for  direct  treatment  services  involving  the  eligible  recipient, 

Services  Not  Requiring  Prior  Approval 

1.  The  first  20  treatment  visits  provided  by  physical  and  occupational 
therapists. 

2»  Speech  and/or  hearing  diagnostic  evaluation. 

Following  evaluation  procedures,  speech  pathologists  and  audiologists  may 
refer  the  patient  to  appropriate  qualified  professional  practitioners  or 
facilities  approved  by  the  Department  (such  as  dentists,  psychiatrists 
and  hearing  aid  evaluation  facilities.)    The  attending  physician  shall  be 
notified  of  any  such  referrals. 

3.  The  first  25  treatment  visits  provided  by  a  speech  therapist. 
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The  allowable  treatment  visits  described  above  have  a  time  limit  of  one  year  from 
the  date  of  the  initial  treatment  visit  for  which  an  invoice  was  submitted  regard- 
less of  the  number  of  participating  providers.    For  example,  no  more  than  20  treat- 
ment visits  per  patient  for  physical  therapy  are  allowed  in  a  period  of  365  days. 

Services  Requiring  Prior  Approval 

1.  Additional  physical  and  occupational  therapy  treatment  visits  beyond  the 
initial  20  visits. 

2.  Additional  speech  therapy  treatment  visits  beyond  the  initial  25  visits. 

3.  Group  therapy  such  as  auditory  training  and  lipreading.    When  two  or  more 
people  are  treated  simultaneous ly> this  is  considered  group  therapy. 

Guidelines  for  Submitting  Prior  Approvals 

The  processing  of  prior  approval  requests  is  through  the  Department's  Medical 
Division,  600  Washington  Street,  Boston,  MA  02111,  ATTN:  Restorative  Services. 

The  request  is  made  on  a  Request  For  Prior  Approval  (MA-ll)  form  which  is  completed 
by  the  provider  (a  supply  of  MA-ll  forms  are  available  through  the  Department's 
Medical  Claims  Control  Center. ) 

The  provider  must  attach  to  the  MA-ll  form  a  document  which  includes  the  following 
information:    all  diagnoses,  including  diagnosis  for  which  the  treatment  has  been 
ordered  and  the  date  of  onset;  number  of  treatments  already  provided;  severity  and 
limitations  of  patients  physical  or  mental  disability;  detailed  assessment  of  treat- 
ment goals  (objectives);  treatment  plan;  need  for  continued  therapy  and  estimated 
additional  number  of  treatment  visits  recommended.    The  Department  will  not  approve 
requests  for  maintenance  therapy.    Such  therapy  is  considered  to  be  the  function  of 
lesser  trained  personnel  under  proper  instruction. 

Medical  Supplies  and  Durable  Goods 


to 
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Billing 

Refer  to  Section  A  of  this  Chapter  for  general  billing  procedures. 
1.  Billing  Form 

Individual  bills  shall  be  on  the  form  authorized  by  the  Department  and 
itemized  by  code  for  type  of  service.    If  the  billing  provider  does  not 
submit  all  the  information  required $  the  form  shall  be  returned  requesting 
the  required  material.    The  prior  approval  number  from  the  MA- 11  form  must 
appear  on  the  provider's  invoice  for  services  authorized. 


2.  Documentation  of  Services 


On 


Documentation  of  services  rendered  must  accompany  all  submitted  bills, 
services  not  requiring  prior  approval  the  documentation  shall  include: 
diagnosis  of  disability  under  treatment  and  date  of  onset;  objectives  of 
treatment;  and  progress  of  patient.    See  "Guidelines  for  Submitting  Prior 
Approvals"  in  this  Section  for  Prior  approval  documentation. 

3.  Payments  to  Nursing  Homes  and  Group  Practice  Agencies 

a.  Effective  for  services  rendered  on  or  after  July  1,  1974.,  nursing 
homes  contracting  with  the  Easter  Seal  Society  for  restorative  therapy 
services  must  bill  the  Department  of  Public  Welfare  directly  for  phy- 
sical therapy  services  rendered  in  the  nursing  home. 

b.  Direct  payments  will  be  made  to  group  practices  performing  therapy  if 
a  written  agreement  is  signed  with  the  Department  of  Public  Welfare. 

U*  Fees 

Payment  for  restorative  services  shall  be  made  in  accordance  with  the  Fee 
Schedule  in  Part  2  which  is  for  private  practitioners  only. 
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J>,    Prohibition  of  Direct  Payments  to  Nursing  Homes  or  Group  Practice  Agencies 

Payments  shall  not  be  made  to  nursing  homes  or  group  practice  agencies. 
4.  Pees 

Payment  for  restorative  services  shall  be  made  in  accordance  with  the  Pee 
Schedule  in  Part  2  which  is  for  private  practitioners  only. 

Group  therapy  is  an  I.C.  (Individual  Consideration)  item.    Bills  for  such 
service  shall  be  forwarded  to  the  Regional  Medical  Unit.    The  names  and 
addresses  of  the  patients  and  service  rendered  shall  be  included  on  such 
bills. 

Ancillary  and  special  services  are  those  services  and  devices  recommended 
but  not  rendered  by  the  attending  physician.    All  such  services  shall  be 
approved  only  on  the  written  recommendation  of  the  attending  physician  unless 
otherwise  stated  below. 

Orthopedic  Shoes 

The  only  shoe  the  Department  will  approve  for  purchase  is  a  specially 
designed  and  constructed  shoe  for  a  specific  patient  with  anatomical  deformity 
who  cannot  be  fitted  to  a  stock  shoe.    A  special  shoe  is  one  made  from  a 
plaster  cast  or  wooden  last  molded  or  shaped  to  the  patient's  foot  to 
accommodate  the  deformity. 

When  a  conventional  shoe  with  modifications  can  accommodate  the  patient's 
foot  condition,  the  Department  will  approve  only  the  modifications  prescribed 
for  the  patient  by  the  physician  or  podiatrist.    Some  examples  of  modifications 
include  wedges,  Thomas  heels,  lifts,  tongue  heels,  bars,  etc. 

Braces.  Supports  and  Trusses 

The  recommendation  of  a  clinic  or  physician  for  the  purchase  of  special  braces, 
supports  or  trusses  is  required.    Evaluation  in  rehabilitation  clinics  is 
recommended  especially  when  a  change  in  the  patient's  condition  requires  alter- 
ation in  the  prescription  for  braces  and  trusses.    Stock  or  standard  surgical 
garments  should  be  purchased  whenever  possible*    Custom-made  surgical  supports 
or  hose  are  generally  unnecessary  unless  warranted  by  the  patient's  abnormal 
or  pathological  condition. 

Wheelchairs,  Hospital  Beds,  Walkers.  Other  Medical  Equipment 

The  purchase  or  rental  of  any  equipment  must  be  recommended  by  the  treating 
physician  as  a  special  need  and  the  request  for  payment  must  be  accompanied 
by  a  statement  from  the  physician.    In  many  instances,  depending  upon  the 
client's  prognosis,  outright  purchase  of  a  hospital  bed  or  other  similar  item 
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should  be  considered.    Generally,  catalogue  sales  of  various  vendors  will  be 
more  reasonable.    The  welfare  responsibility  supports  the  concept  of  providing 
adequate  services,  and  the  provision  of  deluxe  items  is  seldom  indicated. 


All  amputees  for  whom  wheelchairs  are  requested  must  be  supplied  amputee  wheel- 
chairs.   Consideration  for  outright  purchase  should  be  given  in  every  case 
where  warranted.    Evaluation  of  and  prescriptions  for  wheelchairs  by  rehabili- 
tation clinics  or  registered  physical  therapists  will  provide  the  best  suit- 
able recommendations  for  the  patient  and  his  disability. 


Foot  Plates  and  Arch  Supports 

The  recommendation  of  an  orthopedic  clinic,  the  attending  physician  or  podiatrist 
is  required  for  the  purchase  of  foot  plates  or  arch  supports. 

Oxjrgen 

The  use  of  oxygen  is  usually  an  emergency  need  and  does  not  require  prior 
approval.    However,  the  need  for  continuing  oxygen  therapy  should  be  carefully 
evaluated  both  as  to  cost  of  maintenance  and  alternative  methods  of  treatment 
such  as  chronic  hospitalixation.    When  continued  use  of  oxygen  is  necessary, 
the  larger  hospital  size  tanks  should  be  recommended. 

Blood 

The  cost  of  blood,  plasma  or  other  related  products  for  transfusions  may  be 
paid  on  the  recommendation  of  the  attending  physician  when  the  material  cannot 
be  donated  or  is  not  otherwise  available.    Every  effort  should  be  made  to  have 
blood  donated  by  family  or  friends  or  when  available,  through  community  blood 
programs. 
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The  maximum  allowable  fees  shall  be  those  listed  below  or  the  provider's  usual  fee  or 
charge,  whichever  is  less. 


PHYSICAL  THERAPY 


Service  Allowable 
Code  Service  Description  Fee  

176001  Brief  office  visit:     treatment  in  physical  therapist's  $  6.50 
office  (up  to  25  minutes) 

176002  Routine  office  visit:     treatment  in  physical  therapist's  12.75 
office  (in  excess  of  scope  of  brief  office  visit,  up  to 

60  minutes) 

176003  Brief  out-of-of f ice  visit:     a  home/nursing  home  or  other  9.50 
out-of-of f ice  treatment  by  a  physical  therapist  (up  to 

25  minutes) 

176005  Brief  out-of-of f ice  visit:     each  additional  recipient  6.50 
treated  (up  to  25  minutes) 

176004  Routine  out-of-of f ice  visit:     a  home/nursing  home  or  other  16.00 
out-of-of f ice  treatment  by  a  physical  therapist  (in  excess 

of  scope  of  brief  out-of-of f ice  visit,  up  to  60  minutes) 

176006  Routine  out-of-of f ice  visit:     each  additional  recipient  12.75 
treated  (up  to  60  minutes) 

176007  Comprehensive  evaluation  25.00 

176008  Group  therapy  session  (up  to  60  minutes),  6.50 
2  to  6  persons,  each  person 


176009 


Adaptive  device  (report  required) 


I.C.* 


*Fees  for  restorative  services  designated  "I.C."  are  individually  considered.  The 
Department  shall  analyze  the  provider's  report  with  diagnosis,  pertinent  history, 
description  of  services  furnished,  and  length  of  time  spent  with  the  recipient. 
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During  the  60-day  counseling  period,  efforts  must  be  made  by  the  worker  to  persuade 
the  individual  to  participate  or  resume  participation  in  the  WIN  program.  Such 
efforts  will  include  an  exploration  of  the  recipient's  viewpoint  regarding  WIN  in- 
volvement, and  an  attempt  to  resolve  any  personal  or  family  problems  which  hinder 
his  ability  or  willingness  to  participate. 

If  new  information  is  obtained  during  the  60-day  counseling  period  which  changes 
the  individual's  status  from  non-exempt  to  exempt,  he  will  be  de-registered  and 
the  form  cf  payment  immediately  restored  to  cash  payments. 

The  procedures  outlined  below  will  be  followed  when  an  individual  is  found  to  have 
refused  to  participate  without  good  cause  after  certification: 

a.  If  the  individual  accepts  the  counseling  offered,  provision  will  be  made  for 
payments  as  follows: 

(1)  If  the  individual  is  the  head  of  the  household  receiving  AFDC,  his  needs 
will  be  taken  into  account  in  determining  the  family  needs,  and  assistance 
will  be  made  in  the  form  of  protective  or  vendor  payments  or  both.  Money 
payment  shall  be  made  to  the  extent  the  family's  full  assistance  grant 
cannot  be  provided  in  the  form  of  protective  or  vendor  payments  or  both. 

(2)  In  all  other  cases  (e.g.,  the  counselee  is  a  dependent  child  or  one  of 
several  dependent  children),  his  needs  will  be  taken  into  account,  and 
the  AFDC  grant  will  continue  in  the  form  of  a  money  payment. 

b.  If  the  individual  refuses  to  accept  counseling  or  if  after  the  expiration  of 
the  60  days  he  has  refused  to  continue  in  the  WIN  program  or  to  accept  employ- 
ment, provision  will  be  made  as  follows: 

(1)  If  the  individual  is  the  head  of  the  household  receiving  AFDC,  his  needs 
will  not  be  taken  into  account  in  determining  the  family  needs,  and  assist 
ance  will  be  made  in  the  form  of  protective  or  vendor  payments  or  both. 
Money  payment  shall  be  made  to  the  extent  the  family's  full  assistance 
grant  cannot  be  provided  in  the  form  of  protective  or  vendor  payments  or 
both. 

(2)  In  all  other  cases,  his  needs  will  not  be  taken  into  account,  and  the 
needs  of  the  other  family  members  will  continue  in  the  form  of  money  pay- 
ments, unless  the  individual  is  the  only  dependent  child  in  the  family, 
in  which  case  assistance  will  be  terminated. 

In  all  instances  outlined  above,  the  individual  shall  be  given  prior  written 
notice  of  any  action  to  be  taken,  including  the  reasons,  in  accordance  with  Depart- 
ment policy.    The  measures  as  outlined  will  be  terminated  immediately  when  the 
individual  agrees  to  resume  participation  in  the  process. 
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b#  Undergraduate  Teaching  Dental  Clinics  -  Allowable  fees  for  dental  services 
provided  at  teaching  dental  clinics  by  undergraduate  dental  students  shall 
not  exceed  the  lower  of: 

(1)  The  clinic's  usual  fee  to  private  patients; 

(2)  The  clinic's  actual  charge;  or 

(j5)    Seventy-five  (75)  percent  of  the  maximum  allowable  fees  listed  in 
the  Pee  Schedule,  rounded  off  to  the  nearest  dollar. 

c.    Graduate  Teaching  Dental  Clinics  -  Allowable  fees  for  dental  services 
provided  at  dental  clinics  by  graduate  dental  students  shall  not  exceed 
the  lower  of: 

(1)  The  clinic's  usual  fee  to  private  patients; 

(2)  The  clinic's  actual  charge;  or 

(3)  Eighty-five  (85)  percent  of  the  maximum  allowable  fees  listed  in 
the  Pee  Schedule  rounded  off  to  the  nearest  dollar. 
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OCCUPATIONAL  THERAPY 


Service  Allowable 
Code  Service  Description  Fee 

176011  Brief  office  visit:     treatment  in  occupational  $  6.50 
therapist's  office  (up  to  25  minutes) 

176012  Routine  office  visit:     treatment  in  occupational  12.75 
therapist's  office  (in  excess  of  scope  of  brief  office 

visit,  up  to  60  minutes) 

176013  Brief  out-of-of f ice  visit:     a  home/nursing  home  or  other  9.50 
out-of-of f ice  treatment  by  an  occupational  therapist 

(up  to  25  minutes) 

176015  Brief  out-of-of f ice  visit:     each  additional  recipient  6.50 
treated  (up  to  25  minutes) 

176014  Routine  out-of-of f ice  visit:     a  home/nursing  home  or  other  16.00 
out-of-of f ice  treatment  by  an  occupational  therapist 

(in  excess  of  scope  of  brief  out-of-of f ice  visit,  up  to 
60  minutes) 

176016  Routine  out-of-of f ice  visit:     each  additional  recipient  12.75 
treated  (up  to  60  minutes) 

176017  Comprehensive  evaluation  25.00 

176018  Group  therapy  session  (up  to  60  minutes),  6.50 
2  to  6  persons,  each  person 

176029  Splint  materials  (only  if  purchased  by  therapist)  10.00 

176030  Resting  splint  or  cock-up  splint  (design,  construction,  25.00 
and  fitting) 

176031  Dynamic  splint  (design,  construction,  and  fitting)  35.00 

176019  Adaptive  devices  other  than  resting,  cock-up,  or  dynamic  I.C.* 
splints  (Service  Codes  176030  and  176031)   (report  required) 

*Fees  for  restorative  services  designated  "I.C."  are  individually  considered.  The 
Department  shall  analyze  the  provider's  report  with  diagnosis,  pertinent  history, 
description  of  services  furnished,  and  length  of  time  spent  with  the  recipient. 
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SPEECH  PATHOLOGY 


Service  Allowable 
Code  Service  Description  Fee 

176021  Brief  office  visit:     treatment  in  speech  pathologist's  $  9.00 
office  (up  to  25  minutes) 

176022  Routine  office  visit:     treatment  in  speech  pathologist's  18.00 
office  (in  excess  of  scope  of  brief  office  visit,  up  to 

60  minutes) 

176023  Brief  out-of-of f ice  visit:     a  home/nursing  home  or  other  12.00 
out-of-of f ice  treatment  by  a  speech  pathologist  (up  to 

25  minutes) 

176025  Brief  out-of-of f ice  visit:     each  additional  recipient  9.00 
treated  (up  to  25  minutes) 

176024  Routine  out-of-of f ice  visit:     a  home/nursing  home  or  other  21.00 
out-of-of f ice  treatment  by  a  speech  pathologist  (in  excess 

of  scope  of  brief  out-of-of f ice  visit,  up  to  60  minutes) 

176026  Routine  out-of-of f ice  visit:     each  additional  recipient  18.00 
treated  (up  to  60  minutes) 

176027  Comprehensive  speech  and/or  language  evaluation  44.00 

176028  Group  therapy  session  (up  to  60  minutes),  9.00 
2  to  6  persons,  each  person 


Trans,  by  MA  Letter  224 


♦ 


♦ 


Massachusetts  Public  Assistance  Policy  Manual 


Rev.  7 A/76 


Chapter  VII 


MEDICAL  CARE  PLAN 


Section  H 
Bart  1 
Page  1 


9 


DENTAL  SERVICES 


I,  INTRODUCTION 

Dental  treatment  is  an  essential  item  of  medical  care,  particularly  through  a 
child's  growth  period.    The  Department  will  reimburse  for  dental  services  pro- 
vided for  children  in  all  categories  of  assistance,  up  to  age  21,  consistent 
with  the  provisions  of  Early  and  Periodic  Screening,  Diagnosis  and  Treatment 
(EPSDT) .    For  eligible  recipients  in  all  categories  of  assistance  who  are  age 
21  and  over,  the  Department  will  reimburse  for  basic  dental  services.  However, 
reimbursement  will  not  be  made  for  services  provided  to  a  recipient  of  General 
Relief  (GR)  who  is  a  hospital  patient  or  is  treated  in  the  hospital  outpatient 
department.    The  GR  recipient  is  identified  in  category  "04"  on  the  Medicaid 


The  following  material  outlines  the  conditions  for  payment  of  services  considered 
to  be  basic  care  for  children  and  adults.    It  is  not  within  the  scope  of  the  pro- 
gram to  provide  elective  or  minor  cosmetic  services  which  are  non-essential  to 
the  maintenance  of  oral  health.    The  Department  must  concern  itself  not  only  with 
financing  of  dental  services ,  but  with  the  quality,  availability,  and  utilization 
of  such  services. 

II.    ELIGIBLE  PROVIDERS 

A.  Practitioners 

Any  dentist  licensed  by  the  Massachusetts  Board  of  Dental  Examiners  is 
eligible  to  provide  the  dental  services  described  in  this  Section. 

B.  Specialists  in  Orthodontics 

Orthodontic  services  for  treatment  of  a  severely  handicapping  malocclusion 
may  be  provided  only  by  a  specially  qualified  dentist  or  by  an  accredited 
dental  training  center  in  the  Commonwealth. 

The  practitioner  must  be  qualified  through  an  American  Dental  Association 
accredited  post-graduate  training  in  Orthodontics.    Listing  as  a  Diplomats 
of  the  American  Board  of  Orthodontists  or  membership  or  eligibility  for 
membership  in  the  American  Association  of  Orthodontics  shall  be  considered 
evidence  of  the  above  educational  requirements.    Alternatively,  a  practi- 
tioner may  qualify  by  demonstrating  competence  to  the  Massachusetts  Depart- 
ment of  Public  Welfare. 

C.  Clinics 

Only  those  dental  clinics  certified  by  the  Department  are  eligible  for  pay- 
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ments  for  dental  services  provided  to  eligible  recipients. 
III.  COVERAGE 

A.  The  policies  and  fees  contained  in  this  Section  shall  apply  to  dental  ser- 
vices provided  by  eligible  dentists  who  are  engaged  in  the  private  prac- 
tice of  dentistry,  including  solo,  partnership  and  group  practices}  and  to 
non-profit  and  Neighborhood  Health  Center  Dental  Clinics. 

B.  Undergraduate  Teaching  Dental  Clinics 

Allowable  fees  for  dental  services  provided  at  teaching  dental  clinics  by 
undergraduate  dental  students  shall  not  exceed  the  lowest  of: 

1.  The  clinic's  usual  fee  to  private  patients; 

2.  The  clinic's  actual  charge,  or 

3.  Seventy-five  percent  {75%)  of  the  maximum  allowable  fees  listed  in  the 
Fee  Schedule,  rounded  off  to  the  nearest  dollar. 

C.  Graduate  Teaching  Dental  Clinics 

Allowable  fees  for  dental  services  provided  at  dental  clinics  by  graduate 
dental  students  shall  not  exceed  the  lowest  of: 

1.  The  clinio's  usual  fee  to  private  patients; 

2.  The  clinic's  actual  charge,  or 

3*    Eighty-five  percent  (8550  of  the  maximum  allowable  fees  listed  in  the 
Fee  Schedule  rounded  off  to  the  nearest  dollar. 

IV.    SERVICES  AND  FEES 

Dental  services  and  fees  are  grouped  by  major  dental  service  categories,  namely 
diagnosis,  prevention,  restorative,  endodontics,  prosthetics,  oral  surgery,  or- 
thodontics, and  others.    The  basic  dental  services  provided  are  different  for 
children  and  for  adults.    These  differences  are  indicated  in  Section  H,  Part  2, 
Fee  Schedule  I,  and  for  the  hospitalized  patient,  Fee  Schedule  III,  by  the 
listed  allowable  fees  for  the  two  respective  age  groups. 

V.    SERVICE  LIMITATIONS 

A.    Diagnostic  intra-oral  X-ray,  not  to  exceed  eight  films  annually,  are  pay- 


Trans,  by  MA  Letter  139 


tl 


tl 


Massachusetts  Public  Assistance  Policy  Manual  Rev.  7/l/76 


Chapter  VII  MEDICAL  CARE  PLAN  Section  H 

Part  1 

W   DENTAL  SERVICES  Page  3 


• 


able  without  prior  approval.    Additional  films  in  the  same  period  of  treat- 
ment, or  panoramic  X-ray  require  prior  approval.    Diagnostic  X-rays  should 
only  be  taken  if  indicated  for  the  individual  patient, 

B,  Surgical  removal  of  a  tooth  with  soft  tissue  or  partial  or  complete  bony 
impaction  requires  prior  approval, 

C,  Routine  approval  will  not  be  made  for  replacement  of  a  denture  previously 
paid  by  the  Department,    All  dentures  will  have  the  recipient's  name  and 
Social  Security  number  (Medicaid  cardholder  number)  permanently  inscribed 
as  a  part  of  the  completed  service, 

D,  Services  for  a  severely  handicapping  malocclusion  with  full  orthodontic 
treatment,  inter ceptive  orthodontic  treatment  and  treatment  by  space  main- 
tainors shall  be  limited  to  children  under  age  18, 

E,  "The  same  period  of  treatment"  means  the  inclusive  time  for  those  sequen- 
tial appointments  necessary  to  perform  all  the  services  identified  from  a 
diagnostic  examination  and  treatment  plan, 

F,  Dental  services  for  eligible  recipients  in  nursing  homes  should  place  em- 
phasis on  retention  of  the  existing  dentition  consistent  with  the  health 
and  comfort  of  the  patient.    Most  patients  in  nursing  homes  accomodate 
better  to  repairs  and  other  adjustments  to  existing  dentures  rather  than 
enduring  extractions  and/or  accomodation  to  new  dentures.    Dentures  will 
not  be  authorized  unless  the  patient  is  capable  of  adjusting  to  prosthesis. 
Dentures  should  not  be  prescribed  without  the  consent  and  expressed  desire 
of  the  patient. 

The  absence  of  teeth  is  not  in  itself  a  sufficient  reason  for  prescription 
of  dentures,  neither  is  cosmetic  benefit  in  itself  considered  a  sufficient 
reason  for  dentures. 

Request  for  dentures  for  patients  in  nursing  homes  will  not  be  considered 
without  a  complete  treatment  plan,  prosthetic  history,  a  general  statement 
of  the  patient  level  of  medical  care,  capacity  to  communicate,  cooperate, 
and  a  statement  of  motivation  for  dentures  by  the  patient,  and,  if  perti- 
nent, by  other  family  members.    Prosthetic  history  will  include  age  and 
current  status  of  previous  denture,  if  any,  how  long  patient  has  been 
edentulous  and  how  long  patient  has  been  without  dentures. 
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VI.    DENTAL  SERVICES  PROVIDED  OUT  OF  STATE 


The  services  of  an  out  of  state  dentist  may  be  provided  to  a  recipient  eligible 
for  dental  services  in  accordance  with  the  Medical  Care  Plan  and  under  the  fol- 
lowing conditions,  when: 

A.  A  recipient  is  temporarily  out  of  the  state  and  is  in  need  of  dental  care. 

B.  A  recipient  living  in  areas  of  Massachusetts  that  border  on  another  state 
finds  dental  care  more  readily  available  in  the  adjacent  state.  However, 
dentists  providing  services  in  an  adjoining  state  must  follow  the  Conditions 
of  Participation  of  Dentists  in  the  Commonwealth  of  Massachusetts. 

C.  A  recipient  requires  emergency  dental  care. 

D.  A  referral  for  consultation  or  treatment  with  an  out-of-state  dentist  re- 
quires prior  approval  by  the  Dental  Advisor. 

VII.    THE  DEPARTMENT  WILL  NOT  REIMBURSE  SERVICES  UNDER  THE  FOLLOWING  CIRCUMSTANCES : 

A.  Where  service    is  provided  in  state  institutions  by  a  state-employed  den- 
tist or  a  dental  consultant j  or 

B.  Where  service    is  provided  by  a  dentist  whose  salary  from  the  hospital 

or  affiliated  medical-dental  school  includes  compensation  for  professional 
services  rendered  to  patients;  or 


C.    Where  the  dentist  does  not  customarily  bill  private  patients  without  health 
insurance  under  comparable  circumstances. 


VIII.    CONDITIONS  OF  PARTICIPATION 


Additional  standards  for  provision  of  dental  services  appear  in  "Conditions  of 
Participation,  Guidelines  for  Dental  Care,  July  1972."    These  guidelines  are 
an  integral  part  of  the  policy  of  this  section.    They  were  written  primarily 
for  use  by  practicing  dentists. 

IX.    PRIOR  APPROVALS 


A  number  of  the  procedures  listed  on  the  Fee  Schedule  in  Part  2  of  this  Section 
are  designated  Prior  Approval  (PA).    These  procedures  moat  not  begin  until  the 
participating  dentist  has  applied  for  and  has  received  written  approval  from 
the  Department's  Dental  Advisor.    When  prior  approval  is  requested  the  total 
treatment  plan  must  be  presented  in  detail. 
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The  dental  provider  initiates  the  process  of  prior  approval  by  submitting  to  the 
Dental  Advisor  the  Prior  Approval  Request  Form  MA-11.    A  full  clinical  descrip- 
tion of  the  patient's  dental  health  problem  and  the  dental  provider's  recommen- 
dations for  services  must  accompany  Form  MA-11  on  the  dentist's  office  letter- 
head, or  on  the  Request  for  Orthodontic  Traatpant  Form,  whichever  is  applicable. 
All  recommendations  for  treatment  must  be  signed  by  the  dentist  who  will  be 
responsible  for  completion  of  th<^  treatment  as  approved* 

X.    INDIVIDUAL  CONSIDERATION 

Dental  procedures  designated  "(IC)"  in  the  Dental  Fee  Schedule  are  individual 
consideration  items,  meaning  that  the  charge  of  an  eligible  dentist  provider 
will  be  given  individual  consideration  by  the  Department's  Dental  Advisor*  In 
all  cases  a  complete  report  of  services  renderad  must  accompany  the  invoice. 

XI.    MAXIMUM  ALLOWABLE  FEES 

The  maximum  allowable  fees  for  dental  services  shall  be  those  cited  in  Part  2 
of  this  Section,  or  the  Medicaid  Fee  Schedule  for  Physicians  and  Dentists  for 
hospitalized  patients,  or  the  dentist's  usual  fee  or  charge,  whichever  is  less a 
The  fees  are  established  by  the  Massachusetts  Rate  Setting  Commission. 

XII.  BILLING 

Refer  to  Section  A  of  this  Chapter  for  general  billing  procedures. 
A.    MA-6  Form 

The  MA-6  Form  -  (Request  for  Payment  by  Dentists)  must  be  used  by  dental 
providers  who  bill  on  a  fee-for-service  basis.    If  a  dentist  does  not  uti- 
lize this  form  the  bill  shall  be  returned  to  him  requesting  that  it  be 
used.    No  payment  shall  be  made  to  a  dentist  who  submits  an  MA-6  form 
without  his  signature  in  the  appropriate  space.    An  appropriately  signed 
MA-6  form  commits  the  dentist,  under  the  penalties  of  perjury,  to  the 
regulations  of  the  Department.    Payment  shall  be  made  only  when  all  the 
information  requested  on  the  form  is  provided  (including  procedure  descrip- 
tion) • 

If  the  dentist  does  not  submit  all  the  information  required,  the  MA-6  form 
shall  be  returned  requesting  the  missing  data. 


t 
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If  the  dentist  does  not  submit  all  the  information  required t* the 
form  (PA-6)  shall  be  returned  requesting  the  missing  data. 

Guidelines  for  Processing  Dental  Bills 

(1)  If  the  PA-6  form,  completed  aorrectly  and  signed  by  the 
treating  dentist  has  a  charge  not  higher  than  the  current 
fee  schedule  for  the  coded  procedure,  payment  may  be  made 
by  the  WSO  without  referral  to  the  Regional  Medical  Unit. 

(2)  If  the  charge  on  the  PA-6  form  is  higher  than  the  amount 
listed  In  the  fee  schedule  for  the  coded  procedure,  payment 
shall  be  reduced  to  the  schedule  fee  without  referral  to  the 
Regional  Medical  Unit. 

(3)  WSO's  shall  honor  bills  from  Group  providers  or  Professional 
Corporate  Groups.    Invoices  must  include  the  name  of  the 
group  or  corporation  and  must  be  personally  signed  by  the 
treating  dentist.    Treating  dentists  must  use  a  separate 
PA-6  form  for  each  eligible  patient.    If  the  PA-6  form  is 
not  completed  correctly,  it  shall  be  returned  to  the  provider 
requesting  the  necessary  information. 
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FEE  SCHEDULE  I 
DENTAL  SERVICES 


Service  Code 


Procedure  Description 
DIAGNOSTIC 


Allowable  Fee* 


Child 


A&ilt 


060011 
060012 


Examination,  charting  and  completion  of  reporting 
form*    Initial  visit  only  and  annually  thereafter- 
Not  payable  for  single  emergency  visit-Not  payable 
again  when  patient  referred  to  specialist. 

Age  14.  and  over 
To  age  14 


8.00 
6.00 


EMERGENCY  DENTAL  CARE 


0600H 


Emergency  treatment  of  dental  pain  (With  report 
only).  Dentist  must  describe  the  dental  treat- 
ment rendered. 


8.00 


8.00 


Explanation  of  Symbols  and  Abbreviations 

*  or  the  eligible  dentist  provider's  usual  fee  or  charge,  whichever  is  less. 

1.  payable  for  children  up  to  age  twenty-one  (21). 

2.  payable  for  recipients  in  all  categories  of  assistance  age  21  and  over. 
(P. A.;  -  Prior  Approval  required.    Request  must  be  accompanied  by  a  complete 

description  of  need  for  this  service  including  prognosis  expected  from 
service  requested  and  anticipated  future  requests  for  prior  approval 
towards  completion  of  case. 
(i.C.)  -  Individual  consideration.    (With  report  onlyj  x-rays  available  on  request) 
(See  paragraph  4.0. U) 

Paragraph  notations  refer  to:  Conditions  of  Participation  -  Guidelines  for  Dental 
Care  -  Revised  July,  1972. 
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Service  Code 


060022 
060023 
060024 
060027 
060028 
060047 


FEE  SCHEDULE  I 
DENTAL  SERVICES 

Procedure  Description 


RADIOGRAPHS 

A  maximum  of  8  intra-oral  films  will  be  allowed 
annually  if  they  are  indicated.    Over  8  films  will 
require  prior  approval.    Full  month  x-rays  and  pano- 
ramic films  will  require  prior  approval* 

For  patients  under  14  x-rays  should  be  limited  to 
bi tewing  technique  as  routine  diagnostic  aid  with 
periapical  films  allowed  only  for  specific  areas 
where  extraction  is  anticipated  or  infection,  peri- 
apical change,  or  an  anomaly  is  suspected. 

First  intra-oral  film 
Second  intra-oral  film 

Third  or  subsequent  intra-oral  film  (over  6-P.A.) 
Panoramic  x-ray  (including  Bite-wings)  (P. A.) 
Full  mouth  x-ray  (14  films  and  Bite-wings)  (P.A.) 
Full  Study  Models  -  For  orthodontic  or  space  main- 
tenance purposes  only  except  when  directed  by  re- 
viewing authority  for  purposes  of  prior  approval 
requests. 


Allowable  Fee* 
Child1  Adult2 


#  3.00 
2.00 
1.00 
16.00 
16.00 
10.00 


t  3.00 
2.00 
1.00 
16.00 
16.00 
10.00 


PREVENTIVE 

Prophylaxis-limited  to  once  annually  and  not  pay- 
able within  twelve  months  of  Topical  Fluoride 
Treatment  (060113,  060114) 

060111  Age  14  and  over  8.00  8.00 

060112  To  age  14  6.00 
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Service  Code 


FEE  SCHEDULE  I 
DENTAL  SERVICES 

Procedure  Description 


060113 
060114. 


I) 


060151 
060152 
060153 


Allowable  Fee* 
Child1  Adult2 


Topical  Fluoride  Treatment  -  including  prophylaxis- 
limited  to  once  annually  and  not  payable  within  twelve 
months  of  prophylaxis  performed  as  independent  proce- 
dure (060111,  060112),    Topical  fluoride  treatment  con- 
sists of  a  prophylaxis  immediately  followed  by  isola- 
tion and  drying  of  the  dentition  by  segments  and  con- 
tinous  application  of  an  approved  fluoride  agent  for 
a  suitable  time  period* 

Age  14  and  over  $15.00 
To  age  14  13.00 

Space  Maintainors  -  diagnostically  adequate  x-ray 
required*    (See  Paragraphs  4*0*3  and  4*2*3) 

Fixed  band  type  -  per  quadrant  (P.A.)  35.00 
Fixed  band  type  -  bilateral  (P.A.)  50.00 
Acrylic,  removable,  bilateral  (P.A.)  40.00 


♦  - 


RESTORATIVE 


060214 
U60215 
060216 
060217 


060221 


Amalgam  Fillings  -  No  combination  of  services  on  a 
single  tooth  in  the  same  period  of  treatment  should 
exceed  the  allowable  fee  for  procedure  060216.  (See 
paragraph  4*3*1) 

One  surface  filling  7.00  7.00 

Two  surface  fillings  11.00  11.00 

Three  or  more  surfaces  16. 0u  16.00 
Each  additional  one  surface  filling  (performed  at 

same  patient  visit)  5.00  5.U0 

Silicate  Fillings  -  Anterior  teeth  only 

Silicate  filling  (amount  payable  not  to  exceed  two 

per  tooth  in  the  same  period  of  treatment)  8.u0  8.00 
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Service  Code 


FEE  SCHEDULE  I 
DENTAL  SERVICES 

Procedure  Description 


Allowable  Fee* 
Child1  Adult2 


060226 
060229 
060231 


Composite  Resin  Fillings  -  Anterior  permanent  teeth 

only. 

Composite  restoration  (amount  payable  not  to  ex- 
ceed two  per  tooth  in  the  same  period  of  treatment)  $10.00 
Reinforcing  pins  (on  anterior  tooth)  -  each  pin 
(max.  of  3) 

Restoration  of  fractured  anterior  tooth  with 


A. 00 


$10.00 
4.00 


pins  and  composite  material  (or  equivalent) 

32.00 

32.00 

Crowns  (See  paragraph  4.3.4) 

060271 

Acrylic  jacket  crown  (mounted  x-rays  required) 

92.00 

92.00 

(P.A.) 

060272 

Cast  core  (mounted  x-rays  required)  (P.A.) 

54.00 

54.00 

606274 

Porcelain  jacket  crown  (mounted  x-rays  required) 

111.00 

111.00 

(P.A.) 

060277 

Acrylic  veneer  crown  (mounted  x-rays  required) 

130.00 

130.00 

(P.A.) 

060283 

Stainless  steel  crown 

20.00 

060291 

Recementing  loose  inlay  or  crown 

8.00 

8.00 

Bridgework  -  (See  paragraph  4.3.5) 

060295 

Bridgework  per  unit  (mounted  x-rays  required) 

(P.A.) 

123.00 

060296 

Replacing  of  broken  bridge  facing  -  each 

15.00 

15.00 

060297 

Recementing  loose  bridge 

10.00 

10.00 

060322 


ENDODONTICS    (See  paragraph  4.4) 

Pulpotomy  -  Complete  removal  of  the  coronal  portion 
of  the  pulp. 


Pulpotomy  -  (not  payable  in  conjunction  with  root 
canal  therapy  in  the  same  period  of  treatment) 


15.00 
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Service  Code 


060331 
060332 
060333 


060341 
060342 


FEE  SCHEDULE  I 
DENTAL  SERVICES 

Procedure  Description 


Root  Canal  -  Mounted  X-rays  required.  Permanent 
teeth  only  (All  P. A.) 

Single  rooted  tooth  (P.A.) 
Double  rooted  tooth  (P.A.) 
Triple  rooted  tooth  (P.A.) 

Apicoectomy  -  (All  P.A.)  (Including  removal  of 
periapical  pathological  tissue) 

Separate  procedure  (P.A.) 
With  root  canal  filling  (P.A.; 


Allowable  Fee* 
Child1  Adult2 


$  62.00 
90.00 
135.00 


42.00 
70.00 


I  62.00 
90.00 
135.00 


42.00 
70.00 


I) 


060511 
060512 


PROSTHODONTICS  (See  Paragraph  4.5) 

Initial  full  dentures  will  be  authorized  after  a 
suitable  post-extraction  healing  period.  Immedi- 
ate dentures  will  not  be  authorized. 

Patient's  name  and  Social  Security  number  must 
be  imprinted  on  denture. 

Full  Dentures  (including  all  necessary  adjustments) 

Single  full  upper  (P.A.; 
Single  full  lower  (P.A.; 

Partial  Dentures  (including  all  necessary  adjust- 
ments) 

There  must  be  fewer  than  one  upper  and  one  lower 
functionally  opposing  molars  on  each  side  or  fev<»r 
than  eight  occluding  posterior  teeth  for  consider- 
ation of  partial  denture  construction.    A  partial 
denture  may  be  considered  in  cases  with  missing  an- 
teriors  which  might  produce  social  or  psychological 
handicaps.    The  design  of  a  partial  denture  must  be 
specified  in  request  for  prior  approval. 


176.00 
176.00 


176.00 
176.00 
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Service  Code 


060531 
060532 
060533 
060534 
060537 
060538 
060530 


060561 
060562 

060563 

060564 
060565 

060566 
060568 
060573 


060711 
060712 
060721 


FEE  SCHEDULE  I 
DENTAL  SERVICES 

Procedure  Description 


Supporting  radiographs  of  good  diagnostic  quality, 
dated  and  suitably  mounted  mast  accompany  request. 

Partial  upper  without  clasps  (X-rays  included) 
(P.A.j 

Partial  lower  without  clasps  (X-rays  included) 
(P.A.) 

Partial  upper  with  two  clasps  (X-rays  included) 
(P.A.) 

Partial  lower  with  two  clasps  (X-rays  included) 
(P.A.) 

Partial  upper  with  bar  and  two  clasps 
(X-rays  included)  (P.A.J 
Partial  lower  with  bar  and  two  clasps 
(X-rays  included)  (P.A.) 
Additional  clasps,  each  (P.A. j 

Denture  Repairs 

Repair  of  broken  denture  (no  teeth  involved) 
Repair  of  broken  denture  and  replacing  broken 

teeth,  each  tooth 
Repair  of  broken  teeth  on  denture  only,  first 

tooth 

Replacing  each  additional  tooth,  same  processing 
Adding  teeth  to  partial  denture  to  replace  extrac- 
ted natural  teeth 
Each  additional  tooth,  same  processing 
Replacing  broken  clasp  with  new  clasp  on  denture 
Reline  denture,  processed,  each 

EXTRACTIONS  (Fees  include  suture  removal) 

Extraction  with  Local  Anesthesia  (with  or  without 

alveoplasty) 

Single  tooth 

Additional  teeth  at  same  sitting,  each 
Surgical  removal  of  erupted  tooth  (with  report) 


Allowable  Fee* 
Child1  Adult2 


$  77.00 

77.00 

141.00 

141.00 

158.00 

158.00 
24.00 

16.00 

6.00 

16.00 
6.00 

27.00 
11.00 
27.00 
49.00 


$  77.00 

77.00 

141.00 

141.00 

158.00 

158.00 
24.00 

16.00 

6.00 

16.00 
6.00 

27.00 
11.00 
27.00 
49.00 


8.00 
6.00 
I.C. 


8.00 
6.00 
I.C. 
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Service  Code 


060726 
060727 


060722 

060723 

060724 

060730 

060731 

060753 

606754 
060756 
060757 

060758 

060759 
060760 


FEE  SCHEDULE  I 
DENTAL  SERVICES 

Procedure  Description 


Extraction  with  general  or  intravenous  anesthesia 
(with  or  without  alveoplasty) 

Single  tooth 

Additional  teeth  at  same  sitting,  each 
Surgery  (Fees  include  suture  removal J 


Allowable  Fee* 


ChildJ 


fo.6.00 
6.00 


Surgical  removal  of  tooth  with  soft  tissue 

impaction  (P. A.)  22.00 
Surgical  removal  of  tooth  with  partial  bony 

impaction  (P.A.)  35.00 
Surgical  removal  of  tooth  with  complete  bony 

impaction  (P.A.)  50. Ou 

Alveoplasty  with  more  than  six  extractions,  each 

jaw  20.00 
Post-operative  follow-up  (to  surgery  only) 

(with  report  only}  I.C. 
Alveoplasty  each  jaw,  independent  procedure 

(with  report  only)  (P.A.)  I.C. 
Ridge  extension  (with  report  only)  (P.A.)  I.C. 
Frenectomy  (with  report  only)  (P.A.)  I.C. 
Removal  of  hypertrophied  tissue  (with  report  only) 

(P.A.)  I.C. 
Surgical  exposure  of  unerupted  tooth  (with  report 

only)  (P.A.)  I.C. 
Gingivectomy-per  quadrant  (with  report  only)  (P.A.)  I.C. 
All  other  surgery  (with  report  and  X-rays) 

(P.A.  if  elective)  I.C. 


Adult' 


$16.00 
6.00 


22.00 

35.00 

50.00 

20.00 

I.C. 

I.C. 
I.C. 
I.C. 

I.C. 

I.C. 
I.C. 

I.C. 


ORTHODONTICS 

Orthodontic  consultation  (not  including  x-rays,  models, 

or  photographs) 

060812  Independent  procedure  by  an  accredited  orthodondist 

once  per  six  months  10.00 
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Service  Code 


060813 


0608U 
060815 


060816 
060817 

060819 


060861 
060862 
060864 

060865 

060881 
060882 


060910 
060942 


FEE  SCHEDULE  I 
DENTAL  SERVICES 

Procedure  Description 

Orthodontic  X-rays 

Full  mouth  series  or  panoramic  x-rays  with  bite 

wings  (P. A.) 
Lateral  jaw  series  (P. A.) 
Cephalometric  series  (P. A.) 

Orthodontic  Diagnosis 

Diagnosis  (including  models,  photographs  and 

X-rays)  (P.A.) 
Initial  fee  (including  diagnosis,  models,  photo- 
graphs and  X-rays)  (P.A.) 

Interceptive  orthodontics  (individual  tooth  move- 
ment as  determined  by  reviewing  advisor). 
Diagnostically  adequate  x-rays  and  report  required. 
(P.A.) 

Orthodontic  Treatment 

(Active)  first  year-including  a  retainer  (p.A.) 

(Active)  second  year-including  a  retainer  (P.A.j 

(Active)  first  half  of  third  year,  if  necessary- 
including  a  retainer  (P.A.j 

Second  half  of  third  year,  if  necessary  -  inclu- 
ding a  retainer  (P.A.) 

Replacement  retainer  -  one  only,  if  needed  (P.A.) 

Retention  following  orthodontic  treatment  -  fee 

per  visit  (maximum  of  5) 

OTHER  SERVICES 

Mouth  guard-processed  and  custom-fitted  (P.A.) 
Dental  treatment  of  handicapped  child  in  hospital 
(with  report  only)  (P.A.) 


Allowable  Fee* 
Child1  Adult2 


16.00 
15.00 
15.00 


50.00 
220.00 


I.C. 


38^.00 
384.00 

192.00 

63.00 
40.00 

10.00 


30.00  30.00 
I.C.  I.C. 
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Service 
Code 


060621 

060702 
060706 
060707 

060770 

060822 

O6O87O 


060907 
06091 1 
060912 
060913 

06091 h 
060915 


FEE  SCHEDULE  IIIa 
HOSPITAL  SERVICES 

Procedure  Description 

MUSCULOSKELETAL  SYSTEM 

BONES 

Partial  Osteotomy 

Condylectomy,  mandible 

Introduction 

Insertion  of  wire  (Kirschner  wire)  or  pin 
(Steinman) 

Removal  of  buried  wire,  pin,  screw,  metal  band, 
rod,  nail  or  plate,  superficial 
deep 

Grafts 

Bone  graft  to  face  or  skull,  autogenous  (P. A.) 
Osteotomy 

Mandible,  bilateral  for  malocclusion    (P. A.) 
Osteoplasty 

Osteotomy,  mandible,  bilateral  sliding  for 


malocclusion  (Obswegeser  technique) 
FRACTURES 


(P.A.) 


Malar,  simple  or  compound,  depressed,  open  reduction 
Zygoma,  closed  reduction 

open  reduction 
Mid-facial,  including  orbital  wall  or  floor, 

closed  reduction 
Mid -facial,  including  orbital  wall  or  floor, 

open  reduction 

closed  reduction,  bilateral 


Allowable 
Fee* 


$  I.C. 


30.00 

I.C. 
I.C. 


I.C. 


1*00.00 


500.00 


200.00 
I.C. 
I.C. 

I.C. 

I.C. 
I.C. 


a    Extracted  from  "Medical  Fee  Schedule  Physicians  and  Dentists,"    Eff.  July  1,  197^ 
with  some  indications  of  conditions  of  participation. 
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Service 
Code 


060920 
060921 
060923 
060930 
060931 
060932 


061 21*1 
061 U60 


FEE  SCHEDULE  IIIa 
HOSPITAL  SERVICES 

Procedure  Description 

MUSCULOSKELETAL  SYSTEM 

FRACTURES 

Maxilla,  simple,  no  reduction 

with  displacement,  closed  reduction 
simple  or  compound,  open  reduction 

Mandible,  no  reduction 
closed  reduction 
open  reduction 

JOINTS 

Injection  of  TM  joint  for  hypermobility 
Temporomandibular  dislocation 

RESPIRATORY  SYSTEM 


(P.A.) 


Allowable 
Fee* 


$  35.00 
100.00 
300.00 

35.00 
150.00 

I.C. 


I.C. 

20.00 


062 05U 

062055 


NOSE 


Repair 


Closure  of  dental  (oro -maxillary)  fistula  with  flap 
Closure  of  dental  (oro -maxillary)  fistula  with  flap 
and  radical  antrotomy 


85.00 
250.00 


ACCESSORY  SINUSES 


Incision 

062081*  Maxillary,  sinusotomy,  simple,  antrum  window,  intra- 

nasal, unilateral 

062085  bilateral 

062086  radical  (Caldwell-Luc),  unilateral  (P.A.) 
062 09U            Removal  of  foreign  body  from  maxillary  sinus 


100.00 
I.C. 

250.00 
I.C. 
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Service 
Code 


062903 
062905 
062906 
062907 
062908 

062909 


06291 1 
062915 
062916 

062917 


062927 


062933 


062 9U0 
0629U1 
062 9U2 
062 9U3 


FEE  SCHEDULE  IIIa 
HOSPITAL  SERVICES 

Procedure  Description 

DIGESTIVE  SYSTEM 

MOUTH 


Incision 


Biopsy  of  buccal  mucosa 
Drainage  of  Ludwig's  angina,  inpatient 
Excision  of  local  lesion  of  buccal  mucosa 
Excision  of  malignant  lesion  of  buccal  mucosa 
Excision  of  intraoral  tumor  with  jaw  resection 

and  radical  neck  dissection  in  continuity  (P. A.) 
Stomatoplasty,  plastic  or  reconstruction  on  the 

mouth    (P. A.) 


LIPS 


Excision 


Local  excision  of  lesion  of  lips 
V-Excision  of  lesion  of  lips 
Resection  of  more  than  one-fourth  lip    (P. A.) 
Resection  of  malignant  lesion  of  lip,  with  primary 
closure    (P. A.) 

Repair  (Cheiloplasty) 

Cheiloplasty,  plastic  or  reconstruction  operation 
on  lip 


TONGUE 


Incision  (Glassotomy) 


Release  of  tongue  tie    (I. P.) 

Excision  (Glossectomy) 

Biopsy  of  tongue    (I. P.) 

Local  excision  of  lesion  of  tongue 

Gloss orrhaphy:  suture  of  tongue  wound  or  injury 

Glossectomy  partial  less  than  1/2  tongue    (P. A.) 


Allowable 
Fee* 


$  I.C. 
200.00 
I.C. 
I.C. 

I.C. 

I.C. 


35.00 
60.00 
200.00 

I.C. 


I.C. 


15.00 


27.00 

U0.00 

I.C. 

150.00 
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Service 
Code 


062960 

062961 
062962 
O62963 
O6296I1 
062 96S 
062966 
062967 

062968 


FEE  SCHEDULE  IIIa 
HOSPITAL  SERVICES 

Procedure  Description 

TEETH  AND  GUMS 


Incision 


Drainage  of  alveolar  abscess  acute  with  cellulitis- 
oral  approach,  inpatient  only 

extra-oral 
Drainage  of  dentigerous  cyst    (I. P.) 
Removal  of  tooth  root  from  antrum 
Ridge  extension    (P. A.) 

Cuspid  exposure  for  orthodontic  movement    (P. A.) 
Surgical  movement  of  impacted  tooth    (P. A. ) 
Dental  root  resection:    apicoectomy,  one  in 
conjunction  with  other  surgery    (P. A.) 

more  than  one,  as  individual  procedure    (P. A.) 


Allowable 
Fee* 


$ 


6^.00 
I.C. 
25.00 
I.C. 
I.C. 
70.00 
100.00 

65.00 

I.C. 


Excision 

062969  Excision  of  incisive  canal  cyst 

062970  Excision  of  adamantinoma  (ameloblastoma) 

062971  Partial  bone  impaction    (P. A.) 

062972  each  additional    (P. A.) 

062973  Odontectomy,  bony  impaction  with  or  without  alveo- 
lectomy    (P. A.) 

06297k  each  additional  (P.A.) 

062975  Soft  tissue  impactions  (P.A.) 

062976  Subsequent  soft  tissue  impaction  (P.A.) 

062977  Tooth  extraction  with  or  without  alveolectomy 
(I. P.  except  with  odontectomy),  one 

062978  each  additional 
maximum 

062979  Excision  of  cystic  lesion  of  jaw 

062980  Excision  torus  palatinus  (P.A.) 

062981  Excision  of  mandibular  tori  (P.A.) 

062982  Excision  of  radicular  cyst,  involving  area  of 
one  to  four  teeth 

062983  involving  area  greater  than  four  teeth 


I.C. 
I.C. 
I.C. 

35.00 

100.00 

50.00 

35.00 

I.C. 

10.00 

5.00 

100.00 
I.C. 

75.00 
50.00 

65.00 

200.00 
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Service 
Code 


FEE  SCHEDULE  IIIa 
HOSPITAL  SERVICES 

Procedure  Description 

TEETH  AND  GUMS 


Excision 


Allowable 
Fee* 


iljAO-LO-LUXI    Ol    UcIlXilgcrUUS    1/JfDXi    OP    UWlCi  UCllXgXX 

Toot  on    nf*    n  qtj 
ICDlUIi    UX  JciW 

062985 

Excision  of  cystic  hyper trophied  tissue  edentulous 

ridge    (I. P.)  (P.A.) 

i.e. 

062986 

Gingivectomy,  per  quadrant    (I. P.)  (P.A.) 

35.00 

Suture 

Oo^yyO 

Suture  or  gum    (.I.r. ) 

^5.00 

\jOc.yy  I 

Excision  of  benign  lesion  of  gum  (I.P.) 

3i?.uu 

062992 

Excision  of  malignant  lesion  of  gum  or  jaw 

i.e. 

062993 

Frenectomy  labial    (I. P.)  (P.A.) 

i.e. 

06299k 

AIvpoIpc  tonrv  with  more  than  six  extractions 

50.00 

062995 

Alveoplasty  of  edentulous  mouth,  one  jaw    (I. P.)  (P.A.) 

100.00 

062996 

both  jaws      (I. P.)  (P.A.) 

150.00 

062997 

Repair  of  accidental  damage  to  teeth 

i.e. 

062998 

Vestibuloplasty  with  skin  graft  for  atrophic 

mandible  (P.A.) 

i.e. 

062999 

Repair  of  alveolar  fracture,  not  including  treatment 

of  displaced  or  broken  teeth 

i.e. 

PALATE  AND  UVULA 

Excision 

063010 

Biopsy  of  palate      ( I . P. ) 

30.00 

063011 

Resection  of  palate  or  wide  excision  of  lesion 

of  palate 

i.e. 

063012 

Excision  of  local  lesion  of  palate  (P.A.) 

50.00 

Repair 

063020 

Repair  of  partial  cleft  palate  (P.A.) 

U50.00 
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Service 
Code 


063035 


0630U2 
0630U7 


063070 
063080 


063127 
063128 


FEE  SCHEDULE  IIIa 
HOSPITAL  SERVICES 

Procedure  Description 

SALIVARY  GLANDS  AND  DUCTS 


Incision 


Sialolithotomy:    removal  of  salivary  calculus 
intraoral,  hospitalized 

Excision 

Excision  of  ranula 

Excision  of  submaxillary  salivary  gland  and/or  tumor 
Suture 

Closure  of  salivary  fistula 
Manipulation 

Dilation  of  salivary  duct,  ptyalectasis    (I. P.) 
PHARYNX,  ADENOIDS  AND  TONSILS 

Suture 

Control  of  secondary  oral  or  nasopharyngeal 
hemorrhage  in  hospital  by  operating  surgeon 
by  consultant 


Allowable 
Fee* 


$  25.00 


75.00 
150.00 


125.00 


20.00 


25.00 
65.00 


X-RAY  DIAGNOSTIC 
HEAD  &  NECK 


06701  h 

Mandible,  unilateral,  two  views 

(b) 

15.00 

067015 

bilateral,  more  than  two  views 

(b) 

18.00 

067025 

Facial  bones,  orbits,  unilateral 

(b) 

20.00 

067026 

bilateral,  minimum  three  views 

(b) 

30.00 

067030 

Nasal  bones,  three  views  minimum 

(b) 

15.00 

067 05U 

Skull,  paranasal  sinuses,  or  sella 

turcica, 

single  view  (b) 

10.00 

067059 

Skull  or  sella  turcica,  two  to  four 

views  (b) 

25.00 

067070 

Tempromandibular  joints,  open  and  closed, 

18.00 

unilateral  (b) 

067071 

bilateral  (b) 

25.00 

b    Oral  Surgical  Radiology  payable  as  office  procedure. 
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Service 
Code 


FEE  SCHEDULE  II Ia 
HOSPITAL  SERVICES 

Procedure  Description 
HOSPITAL  INPATIENT  VISITS 


Allowable 
Fee* 


Hospital  inpatient  visit  fees  apply  to  visits  by  physicians  to  hospitalized  patients 
or  patients  who  are  admitted  for  hospitalization,  except  for  routine  preoperative 
and  postoperative  care  to  patients  who  have  undergone  or  who  are  expected  to  undergo 
surgery.    (Allowable  surgical  fees  include  the  rendering  of  routine  preoperative  and 
postoperative  care.)    Hospital  visit  fees  may  be  paid  for  care  rendered  to  patients 
who  have  undergone,  or  who  are  expected  to  undergo  surgery,  only  under  exceptional 
circumstances  and  with  report  only. 


) 


069071  Initial  Hospital  Visit:    Comprehensive  history  and 

physical  examination,  including  initiation  of  diag- 
nostic and  treatment  program  and  preparation  of 
hospital  records 

O6907U  Limited  Examination,  Evaluation  and  Treatment: 

Subsequent  or  follow-up  visit 

069082  Concomitant  Medical  Care 

CONSULTATIONS 

0691^0  Limited  Consultation:    Requiring  limited  or  more 

extensive  examination  and/or  evaluation  but  not 
requiring  a  comprehensive  history  and  examination; 
hospital 

069151  Extended  Consultation:  Requiring  comprehensive 

history  and  examination  and/or  evaluation;  hosp- 
ital     (With  Report  Only) 

069153  Consultation  of  Unusual  Complexity:    (in  excess 

of  scope  of  services  identified  by  code  91 51): 
necessitating  history  and  examination,  extensive 
review  of  prior  medical  records  as  indicated,  com- 
pilation and  assessment  of  data  and  the  preparation 
of  a  special  report;  hospital      (With  Report  Only) 


$  15.00 


8.00 


I.C. 


12.00 


20.00 


30.00 


069299 


UNLISTED  PROCEDURES 


Unlisted  procedures 
(P. A.  if  elective) 


(With  Report  Only) 


I.C. 
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the  clinic  or  center's  report  stating  that  the  prosthesis  meets  their 
recommendations  and  to  attach  this  document  to  the  final  invoice.  The 
invoice  must  also  list  the  approval  number  issued  by  the  Regional  Medical 
Advisor. 

d.  Following  delivery  and  approval  of  prescribed  limb(s),  it  is  mandatory 
that  the  patient  be  provided  with  training  in  the  use  of  his  limb(s)  by 

the  prescribing  clinic  or  other  appropriate  facility  offering  restorative  , 
services . 

I 

e.  Periodic  review  of  the  patient's  stump  and  maintenance  of  his  prosthesis 
shall  be  provided  as  a  continuing  service  made  available  under  the  Medical 
Assistance  program. 

3 

f.  Mileage  fees  for  travel  by  limb-makers  are  not  reimbursable. 

<* 

HEARING  AIDS 

Hearing  aids,  except  as  required  under  Federal  Regulations  for  children  0-21  years  in  accord- 
ance with  the  Early  and  Periodic  Screening,  Diagnosis  and  Treatment  (EPSDT)  Program  are  elimin-' 
ated  from        Medical  Assistance,  effective  February  1,  1976. 

1 .    Procedures  for  Hearing  Aid  Evaluations,  Purchase  and  Repairs 

a.  Facilities  listed  in  Part  2  of  this  Section  are  approved  resources  for  evaluating 
the  ability  of  the  patient  to  use  a  hearing  aid  and  for  recommending  the  type  of 
hearing  aid  best  suited  to  the  patient.    Hearing  aids  may  be  approved  for  purchase 
by  Regional  Medical  Units  only  when  recommended  by  these  facilities. 

b.  The  patient  shall  be  seen  either  by  an  ear  specialist  or  ear  clinic  before  referral 
is  made  to  approved  facilities  for  an  initial  hearing  aid  evaluation.    A  written  re- 
port with  recommendations  from  the  ear  specialist  or  ear  clinic  must  accompany  the 
referral . 

c.  The  approved  hearing  aid  evaluation  facility  must  send  a  written  report  with  re- 
commendations and  prescription  (if  an  aid  is  prescribed)  to  the  Welfare  Service 
Office.    A  written  statement  from  a  hearing  aid  dealer  regarding  the  cost  of  the 
prescribed  aid  shall  be  forwarded  to  the  Welfare  Service  Office. 

d.  The  above  documents  described  in  b.  and  c.  must  be  sent  by  WSO  to  the  Regional  Medical 
Unit  with  a  PA-11  for  prior  approval.    If  the  aid  is  approved  by  the  Regional  Medical 
Advisor,  one  copy  of  the  approval  will  be  forwarded  to  the  dealer  as  well  as  to  the  WSC 

e.  The  recipient's  hearing  aid  on  delivery  shall  be  "checked  out"  by  the  prescribing 
facility  and  full  payment  to  the  hearing  aid  dealer  shall  not  be  authorized  by  the 
Welfare  Service  Office  until  approval  by  the  facility  is  obtained  in  writing.  It 
shall  be  the  responsibility  of  the  hearing  aid  dealer  to  obtain  a  copy  of  the  pre- 
scribing facility's  report  stating  that  tne  delivered  aid  meets  their  recommendations 

|  and  to  attach  this  report  to  the  final  invoice.    The  invoice  must  list  the  approval 

"  number  forwarded  by  the  Regional  Medical  Unit  on  the  PA-11  form 
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2. 


Patient  -  Home 


Transportation  when  essential  to  obtain  medical  care  shall  be  provided  for 
Individuals  living  at  home. 


IV.  LOCALITY 

Patients  must  be  transported  to  facilities  within  the  same  locality.    Locality  refers 
to  the  area  within  which  a  patient  would  normally  be  expected  to  travel  for  medical 
services.    When  treatment  Is  unavailable  In  a  patient's  locality,  medical  transporta- 
tion to  other  localities  may  be  provided. 

V.    CRITERIA  FOR  SPECIFIC  MODE  OF  TRANSPORTATION  SERVICES 

When  medical  transportation  Is  necessary,  payment  shall  be  made  for  the  least  expensive 
mode  available  and  suitable  to  the  patient's  medical  condition. 

A.  Ambulance 

The  following  are  examples  of  what  constitute  medical  necessity  for  ambulance 
services:  an  emergency  situation  (defined  as  an  unforeseen  combination  of 
circumstances  which  apparently  demands  Immediate  medical  attention  at  a 
hospital  to  prevent  permanent  Injury  or  loss  of  life);  when  a  mental  patient  is 
unmanageable  or  needs  restraint;  when  a  patient  has  a  medical  condition  such  as 
|  possible  heart  attack,  coma,  hemorrhage,  loss  of  consciousness  or  debilitating 

condition  which  could  increase  injury  using  other  methods  of  transportation. 

B.  Chair  Car 

Chair  car    service  may  be  provided  in  non- emergency  situation  for  individuals  who 
cannot  use  the  usual  modes  of  public  transportation  or  taxi  service. 

The  following  are  examples  of  what  constitute  medical  necessity  for  chair  car 
service:  when  a  patient  requires  assistance  with  ambulation  or  Is  in  a  wheelchair; 
when  a  patient  needs  to  be  carried  up  or  down  stairs;  when  a  patient  has  a 
disabling  condition  requiring  escort  service. 

C.  Other  carriers 

When  use  of  other  carriers  is  required  to  obtain  necessary  medical  care,  such 
transportation  may  be  provided.    The  necessity  for  a  taxi  must  be  certified  In 
writing  by  the  treating  physician. 

D.  Non-Covered  Services 

Transportation  services  are  not  reimbursable  for  non-covered  medical  services. 
The  transportation  provider,  or,  In  the  case  of  taxi  or  public  transportation,  the 
WSO    is  responsible  for  determining  which  services  are  covered  as  listed  in  the 
Medical  Care  Plan. 
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PEE  SCHEDULE  I-C   -    BOSTON  UNIVERSITY  SCHOOL  OP  GRADUATE  DENTISTRY 


Procedure 
Code 


Maximum 
Pee 


Repairs 

061561  Repair  of  broken  denture  (no  teeth  involved) 

061562  Repair  of  broken  denture  and  replacing  broken  teeth,  each 

061563  Repair  of  broken  teeth  on  denture  only;  first  tooth 

061564  Replacing  each  additional  tooth  -  same  processing 

061565  Adding  teeth  to  partial  denture  to  replace  extracted  natural 
teeth 

061566  Each  additional  tooth  -  same  processing 

O61568  Replacing  broken  clasp  with  new  clasp  on  denture 

061296  Replacing  of  broken  bridge  facing,  each 

061297  Recementing  loose  bridge 
061291  Recementing  loose  inlay  or  crown 
061573  Reline  denture,  processed,  each 

061571  Reproducing  acrylic  denture  (".jump  case"),  each 

Prophylaxis 

061122  To  age  14 

06llll  Age  14  and  over 

Root  canal  -  including  x-rays    Permanent  teeth  only 

061331  ♦Single  rooted  tooth 

061332  ♦Double  rooted  tooth 

061333  ♦Triple  rooted  tooth 

06l34l    *Apicoectomy  -  separate  procedure 


061342 

06lll4 

061115 

061941 
061283 
061910 


♦with  root  canal  filling 
Fluoride  treatment  -  including  prophylaxis  (limited 


to  one  treatment  per  year 
Uc  to  age  1^ 
Age  14  and  over 

House  visit  or  bedside  visit 

Stainless  steel  crown 

♦Mouth  guard  -  processed  and  custom  fitted 


$13.00 
4.00 
13.00 
4.00 

21.00 
8.50 
21.00 
13.00 
8.50 
5.00 
33.00 
51.00 


5.00 
7.00 


47.00 
72.00 
102.00 

25.00 
55.00 


11.00 
13.00 

8.50 

15.00 

25.00 


♦Prior  Approval  Required 
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FEE  SCHEDULE  I-C  -    BOSTON  UNIVERSITY  SCHOOL  OF  GRADUATE  DENTISTRY 

Procedure  Maximum 

Code   Fee 

0610^7      Full  study  models  -  when  indicated  $8.50 

061812  Orthodontic  consultation  (not  including  x-rays,  models  or 
photographs);  I. P.  by  an  accredited  orthodontist  -  once  per 

six  months  8. 50 

Orthodontic  x-rays 

061813  *Full  mouth  series  13.50 

061814  *Lateral  jaw  series  13.00 

061815  *Cephalometric  series  13.00 

Orthodontics 

061883  *First  year  275.00 

061884  *Second  year  150.00 

061885  *Third  year  55.00 

061886  *Fourth  year  (if  necessary  in  special  situations)  50.00 

061819         *Tnterceptive  orthodontics  (x-rays  and  models  required)  I.C. 

061151  *Space  maintainer  -  Fixed  band  type  -  per  quadrant, 

(x-rays  required)  3°. 00 

061152  *Fixed  band  type  -  bilateral  (x-rays  required)  42.00 

061153  *Acrylic,  removable,  bilateral  (x-rays  required)  3^»00 
061882         Retention  following  orthodontic  treatment  -  fee  per 

visit  (max.  5)  8. 50 

06l88l                 Replacement  retainer  -  one  only  if  needed  3^.00 

Crown  and  Bridgework 

061271  *Acrylic  jacket  crown  (mounted  x-rays  required)  64.00 
06127^  ^Porcelain  jacket  crovn  (mounted  x-rays  required)  76. 00 
061277           *Acrylic  veneer  crown  (mounted  x-rays  required)  9^.00 

061272  *Cast  core  (mounted  x-rays  required)  38.00 
061295          *Bridgework  per  unit  (mounted  x-rays  required)  9^.00 

061759           *Gingivectomy  -  per  quadrant  I.C. 


*Prior  Approval  Required 

I.C.  -  Individual  Consideration 


Trans,  by  MA  Letter  62B 


• 


Massachusetts  Public  Assistance  Policy  Manual       Eff.  7/1/71 


Chapter  VII 


MEDICAL  CARi  PLAN 
DENTAL  SERVICES 
PEE  SCHEDULE 


Section  H 
Part  2 
Page  18 


PEE  SCHEDULE  I-C  -    BOSTON  UNIVERSITY  SCHOOL  OF  GRADUATE  DENTISTRY 


Procedure 
Code 


Maximum 
Pee 


Surgery 


061755 
06175^ 
061756 
061757 
061758 
061760 

0619^2 

061731 
061943 


Alveoplasty  each  jaw,  independent  procedure 

Ridge  extension 

Prenectomy 

Removal  of  hypertrophied  tissue 
Surgical  exposure  of  unerupted  tooth 
All  other  surgery 

♦Dental  treatment  of  handicapped  child  in  hospital 
Post-operative  follow-up  (to  surgery  only) 
♦Unlisted  procedures  (with  report  only) 


I.C. 
I.C. 
I.C. 
I.C. 
I.C. 
I.C. 

I.C. 
I.C. 
I.C. 


It 


♦Prior  Approval  Required 

I.C.  -  Individual  Consideration 
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PEE  SCHEDULE  I-D  -    CERTIFIED  NON-PROFIT  AND  NEIGHBORHOOD  DENTAL  CLINICS 

The  rates  of  payment  to  these  clinics  are  obtained  by  using  the  rates  in  Fee  Schedule 
I    less  ten  (10)  percent  rounded  off  to  the  nearest  fifty  cents. 


Name  of  Clinic 


Location 


Effective  Date 


Boys  Clubs  of  Boston,  Inc. 
Boys  Clubs  of  Boston,  Inc. 
Boys  Clubs  of  Boston,  Inc. 

Dimock  Community  Health  Center 

North  End  Community  Health  Center 

H 


Charlestown 
Roxbury 
South  Boston 

Roxbury 

Boston  (North  End) 


ri 


6/21/72 
6/21/72 
6/21/72 

7/1/72 

9/1/72 


i — 
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 DENTAL  SERVICES  Page  1 

CERTIFIED  NON-PROFIT  AND  NEIGHBORHOOD  DENTAL  CLINICS 


Allowable  fees  to  these  clinics  are  obtained  by  using  the  rates  in  the 
Dental  Fee  Schedule. 


Name  of  Clinic 


Location 


Effective  Date 


Boys  Clubs  of  Boston,  Inc. 
Boys  Clubs  of  Boston,  Inc. 
Boys  Clubs  of  Boston,  Inc. 
Brookside  Park  Family  Life  Center 
Columbia  Point  Health  Center 
Dimock  Community  Health  Center 
Martha  M.  Eliot  Family  Health  Center 
Fall  River  Model  Cities  Community 

Health  Center 
Harvard  Community  Health  Plan 
Harvard  Street  Neighborhood  Health  Center 
Laboure  Center 

North  End  Community  Health  Center 
Roxbury  Comprehensive  Community 
'  Health  Center 

t>*rti«l  (Clinic- 


Charles town 
Roxbury 
South  Boston 
Jamaica  Plain 
Dorchester 
Roxbury 
Jamaica  Plain 
Fall  River 

Boston 
Dorchester 
South  Boston 
Boston  (North  End) 
Roxbury 


6/21/72 
6/21/72 
6/21/72 
Vl/73 
Vl/73 
7/1/72 
10/1/72 
1/1/73 

11/1/72 
11/1/72 

1/1/73 
9/1/72 
7/1/72 


Trans,  by  MA  Letter  88 


4 


♦ 


Massachusetts  Public  Assistance  Policy  Manual 


Eff.  3/20/76 


Chapter  VII 


MEDICAL  CARE  PLAN 


Section  I 
Part  1 
Page  1 


VISION  CARE  SERVICES  AND  OPHTHALMIC  MATERIALS 


I  . 


POLICY 


The  Department  of  Public  Welfare,  in  administering  the  Medical  Assistance 
Program,  recognizes  that  poor  vision  greatly  influences  social  functioning 
and  the  independence  of  many  individuals.     Therefore,  Medical  Assistance  en- 
courages vision  care  as  part  of  comprehensive  health  care  services  by  in- 
cluding eye  examinations,  visual  training,  and  prescribed  frames  and  lenses 
in  the  Medical  Assistance  Program. 

Vision  care  services  in  this  Section  include  those  provided  by  licensed  phy- 
sicians within  the  specialty  of  ophthalmology  and  registered  optometrists  and 
opticians  who  meet  the  Department's  Conditions  of  Participation. 

Vision  care  services  is  defined  in  this  Section  as  professional  care  of  the 
eye  for  the  purpose  of  diagnosing  and  correcting  refractive  errors  and  muscle 
anomalies.     Professional  and  technical  services  provided  under  this  section 
shall  be  of  high  quality  consistent  with  recognized  standards  and  applicable 
statutes . 

II.     PROCEDURES  FOR  OBTAINING  SERVICES 

A.  Examination  by  an  optometrist  or  ophthalmologist  is  required  before 
glasses  can  be  approved  for  payment. 

B.  As  a  result  of  examination  the  optometrist  or  ophthalmologist  may 
prescribe  eyeglasses  or  orthoptics   (visual  training)  to  correct  re- 
fractive errors  and  muscle  anomalies. 

C.  The  prescription  must  include  complete  measurements  or  procedures  and 
must  be  signed  by  the  examiner  (optometrist  or  ophthalmologist). 

D.  The  optometrist  or  ophthalmologist  may  fill  a  signed  prescription 
according  to  II,  E  below  or  may  refer  the  patient  to  an  optician. 

E.  The  dispensing  optician,  optometrist,  or  ophthalmologist  must  then 
provide  the  material  according  to  the  specifications  of  the  prescription, 
taking  the  necessary  measurements,  specifying  and  verifying  lense 
characteristics,  and  adjusting  the  completed  appliance  to  the  in- 
dividual . 
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III.     SERVICE  EXCLUSIONS  AND  LIMITATIONS 
A.  EXCLUSIONS 

1.  Absorptive  lenses  of  greater  than  25%  absorption. 

2.  Prisms  obtained  by  decentration. 

3.  Treatment  for  congenital  dyslexia.     The  Department  of  Education  is  re- 
sponsible by  law  (General  Laws,  Chapter  71;  Sections  46K,  46L,  and 
Section  10  (last  page)  )  to  treat  this  condition. 

B.  Limitations 

1.     Tinted  Lenses 


Light  tinted  lenses  with  less  than  25%  absorption  (procedure  code 
(0702030)  are  paid  for  by  the  Department  on  a  prior  approval  basis. 
They  will  be  paid  for  by  the  Department  only  when: 

a.  A  pathological  or  other  abnormal  condition  exists   (e.g.,  aphakis) , 
or 

b.  Tinted  lenses  have  habitually  been  worn  by  the  recipient  and  the 
optometrist  or  ophthalmologist  concludes  that  they  should  con- 
tinue to  be  worn.     Coated  lenses,  however,  may  be  prescribed 

only  when  they  are  needed  to  give  equal  density  tint  or  to  prevent 
reflective  glare. 

NOTE:     The  complaint  of  photophobia  is  not  a  sufficient  reason  for  pre- 
scription of  a  tinted  lenses. 

2.     Two  pairs  of  glasses  instead  of  bifocals 

Payment  for  two  pairs  of  glasses  instead  of  bifocals  requires  prior 
approval  for  each  case.     The  request  for  prior  approval  must  be  acc- 
ompanied by  a  full  explanation,  including  recipient's  age,  prescription 
and  the  optometrist  or  ophthalmologist's  assessment  of  why  the  recipient 
cannot  wear  bifocals,  such  as: 

a.  Recipient's  prescription  cannot  satisfactorily  be  made  into  bifocal 
lenses . 

b.  Recipient  has  had  previous  unsatisfactory  experience  with  bifocals. 


Trans,  by  MA  Letter  131 


« 


Massachusetts  Public  Assistance  Policy  Manual 


Eff.  3/20/76 


Chapter  VII 


MEDICAL  CARE  PLAN 


Section  I 
Part  1 
Page  3 


VISION  CARE  SERVICES  AND  OPHTHALMIC  MATERIALS 


c.  Recipient  has  a  physical  disability  (e.g.,  severe  arthritis) 
which  would  preclude  or  impede  adjustment  to  bifocals. 

d.  Recipient's  advanced  age  would  make  adjustment  to  bifocals  too 
difficult. 

e.  Bifocals  would  be  a  hazard  in  the  recipient's  occupation. 

f.  The  recipient  has  marked  facial  assymetry. 

3.    Medical  Assistance  will  reimburse  for  new  lenses  only  when  there 
is  a  visual  improvement  of  at  least  one  line  on  the  chart. 

A.  Routine  eye  examination  or  refraction  are  limited  to  one  per  year. 
Glasses  may  not  be  dispensed  for  a  prescription  over  one  year  old. 
Services  beyond  these  limits  require  prior  approval. 

5.  Payment  will  not  be  made  for  lost  or  stolen  glasses  within  one  year 

of  eye  examination.    No  approvals  will  be  made  due  to  presonal  prefer- 
ence for  change  of  style  or  color  of  frames. 

6.  Contact  Lenses  (hard  or  soft)  will  be  allowed  only  for  post  operative 
cataract  extractions. 

7.  Visual  training  will  be  allowed  only  when  a  complete  report  is  submitted. 
Need  for  continued  visual  training  must  be  reviewed  at  the  end  of  a  three 
month  period. 


IV.  VISITS  OUTSIDE  OFFICE 

When  the  provider  visits  a  patient  outside  of  the  office,  in  a  residence, 
hospital  or  nursing  home,  and  when  more  than  one  patient  a  day  is  examined 
at  the  same  outside  location,  procedure  code  072502  is  allowed  for  the  first 
patient  and  procedure  code  072503  for  subsequent  patients.     Payment  is  on  a 
prior  approval  basis,    A  mileage  allowance  of  $2.50  is  permitted  under  code 
#072504.    No  supplementary  testing,  such  as  #072506,  508  or  510  is  allowed. 

V.  REPAIRS  AND  REPLACEMENT 

A.  Reimbursement  for  the  repair  or  replacement  of  broken  frames  will  be  made 
according  to  service  codes  072526,  072527  and  072528. 

B.  Reimbursement  for  the  replacement  of  broken  lenses  will  be  made  on  an  IC 
basis  according  to  service  code  072530.  Requests  for  reimbursement  must 
be  submitted  to  the  Department  according  to  the  directions  in  Section  VI 
part  B. 
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VI.  BILLING 


All  invoices  for  services  to  Medical  Assistance  patients  must  be  submitted 
on  Requests  for  Payment  Form  MA-8.     The  form  should  be  complete  indicating 
the  Medical  Assistance  eligibility  number  of  the  patient  with  suffix,  service 
code  corresponding  to  the  service  rendered,  and  provider  number  of  the  pro- 
fessional rendering  the  service. 

A.  The  fee  schedule  in  Part  2  of  this  Section  does  not  apply  to: 

1.  Eligible  providers  of  vision  care  services  and  ophthalmic  materials 
who  receive  a  salary  from  a  hospital  of  affiliated  teaching  institut- 
ion, which  salary  includes  compensation  for  professional  services 
rendered  to  patients ;  or 

2.  Eligible  providers  of  vision  care  services  and  ophthalmic  materials 
who  do  not  customarily  bill  private  patients  under  comparable  circum*- 
stances;  or 

3.  Vision  care  services  provided  in  state  institutions  by  providers  of  vision 
care  services  and  ophthalmic  materials  who  are  either  employees  of  the 
Commonwealth    or  who  serve  as  consultants  to  a  state  institution. 

B.  All  items  on  the  fee  schedule  marked  "P. A."  must  be  approved  in  advance  by 
Medical  Assistance.     Each  request  should  include: 

(a)  dates  of  service 

(b)  service  code 

(c)  age  of  patient 

(d)  a  pertinent  history 

(e)  copy  of  prescription 

(f)  vision  (distance  and  near)  corrected  and  naked 

(g)  diagnosis  and  prognosis 

(h)  statement  of  the  need  for  the  procedure 

(i)  type  of  ophthalmic  aids  suggested 

(j)  prescription  of  current  glasses  (lost  prescription  prior  to  present  exam). 

The  above  information  must  be  itemized  on  letterhead  stationary  and  sent  to: 
Prior  Approval  Unit,  Vision  Care,  Room  611,  600  Washington  Street,  Boston,  MA 
02111.    Missing  information  may  cause  rejection  of  request. 

Procedures    marked  "I.C."  may  be  processed  using  prior  approval  procedure  for 
the  convenience  of  the  provider.  Requests  must  be  made  on  the  provider's 
letterhead.     If  the  service  is  approved,  the  provider  then  attaches  the  PA-11 
to  the  billing  invoice  MA-8,  according  to  directions  distributed  with  the  prior 
approval  form. 
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C.  rhe  rates  of  payment,  listed  below  shall  be  considered  full  compensation  for 
vision  care  services  and  ophthalmia   materials.    When  a  provider's  usual  and 
i  ustomarv  tees  are  lower  than  the  published  rates  the  Lower  shall  be  the 
max i mum  allowed  for  that  provider. 

D.  The  following  information  must  be  included  on  each  MA-8  invoice:  age  of  patient 
type  of  frame  (plastic  or  metal),  type  of  single  vision  or  multifocal  lenses 
(glass  or  plastic),  and  dioptric   power  of  lenses. 

E.  Opticians  must  include  a  copy  of  the  doctor's  prescription  with  each  invoice 
and  must  bill  only  for  ophthalmic  materials  and  dispensing  fee 

F.  Medical  Assistance  will  reimburse  for  eye  care  services  covered  by  other 
third  par'v  payors  only  after  all  insurance  payments  have  been  made. 

G.  When  the  ophthalmologist  dispenses  ophthalmic  materials  (frames  and  lenses 
for  eveglasses) , the  rates  of  payment  listed  in  Part  2  of  this  section  shall 


H.  Ff-es  for  visual  examination  of  th-  eye  by  Ophthalmologists  and  for  the  treat- 
ment ot  eve  diseases  are  covered  Ln  Section  B  of  the  Medical  Care  Plan. 

I.  The  Commonwealth's  fiscal  year  ends  June  30.    Requests  for  payment  for  services 
rendered  in  tw  •  separate  fiscal  years  must  be  made  on  separate  MA-8's. 


applv. 
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SERVICE  CODE 


072501 


072562 

072503 
072 5oU 

072506 
072508 
072510 

072&3 

072 5lU 

072515 
072516 


FEE  SCHEDULE 

SERVICE  DESCRIPTION 
The  maximum  allowable  fees  are  those  listed 
below  or  the  provider's  usual  fee  or  charge, 
whichever  is  less. 

Visual  Analysis 

Comprehensive  eje  examinations  with  diagnosis 
and  treatment  including,  but  not  limited  to 
visual  acuity  determination,  ophthalmoscopy, 
tonometry,  gross  visual  fields,  muscle  balance, 
slit  lamp  microscopy  and  refraction. 

Home/  Nursing  Home  visit  with  visual  analysis 
(copy  of  Rx  to  be  submitted  with  bill);  first 
patient  only  (PA) 

Additional  patients  seen  during  same  visit  to 
Home/Nursing  Home,  per  visual  analysis 

Transportation  to  Home/Nursing  Home 

Supplementary  Testing 

Tonometry  -  without  refraction 

Biomicroscopy  -  without  refraction 

Visual  Skills  -  without  refraction 

Field  Studies 

Multiple  (includes  central  and  peripheral) 

Special  Diagnostic  Procedures 

Contact  lenses  (allowable  only  for  patients 
with  post-operative  cataract  extractions)  J 

Vision  Training 

Low  Vision  Aids 


ALLOWABLE  FEE 


$20.00 


PA 


18.00  PA 

12.00 
2.50 

5.oo 
5.00 
5.00 

5.00 


Hard  Soft 
-3^700  PA  "1200.00  PA 

7.  ^0/30  min.  'PA 

IC  PA 


#IC  Individual  Consideration 

**PA  Prior  Approval 

NA  Not  Applicable 
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FEE  SCHEDULE 

SERVICE  CODE  SERVICE  DESCRIPTION  ALLOWABLE  FEE 

Single  vision  Descriptions 


(including  lens  and  lens  dispensing  fee,  frame 

and  frame  dispensing  fee,  and  hardening  and  insertion) 


072001 

1st  section  (Piano  to  U.OO  sphere) 

mass 
$32.00 

Plastic 
$31.00 

072Q02 

Piano  to  U.OO  sphere  with  +  cylinder 

33.00 

32.50 

072003 

2nd  section  (U.25  to  7.00  sphere) 

33.50 

30.00 

07200U 

(U.25  to  7.00  sphere  with  +  cylinder  to  U.OO)  3U.70 

3U.70 

07200$ 

3rd  section  (over  7.00  or  U.OO  cylinder) 

U0.70 

U0.20 

072006 

Cataract  (aspheric) 

Multifocal  Prescription* 

70.00 

70.00 

(including  lens  and  lens  dispensing  fee,  frame 

and  frame  dispensing  fee,  and  hardening  and  insertion) 

072020 

Kryptocs  (Piano  to  U.OO  sphere  with  + 
cylinder  to  U.OO) 

U2.2S 

N/A 

U  l  C\JC± 

Corrected  round  (  piano  to  U.oo  sphere 
with  +  cylinder  to  U.OO) 

U9.00 

P-L.UU 

072022 

Flat  top  (Piano  to  U.OO  sphere  with  + 
cylinder  to  U.OO) 

U9.00 

5i.oo 

072023 

Cataract  (aspheric,  over  8.00  sphere 
or  with  cylinder  to  U.OO) 

82.00 

82.00 

072021 

Plastic  (over  U.25  sphere  or  U.OO  cylinder) 

N/A 

57.00 

072025 

Any  lens  not  listed 

IC  PA 

IC  PA 

072030 

Tints  (extra  per  pair) 

3.00-  PA 

072031 

Prisms  (extra  per  pair) 

3.00 

*  Individual  Consideration 

**  PA  Prior  Approval 

***  MA  Not  Applicable 
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SERVICE  CODE 

072526 
072527 
072528 

072531 
072529 


FEE  schedule 

SERVICE  DESCRIPTION 
Repairs 

Complete  frame  -actual  cost  but  not  to 
exceed  $9.00  plus  service  fee  of 

Front  only  -  actual  cost  but  not  to 
exceed  $5.00  plus  service  fee  of 

Temples,  hinges,  pads  only  -  actual 
wholesale  cost  but  not  to  exceed  &U.00 
plus  service  fee  of 

Replacement  of  a  broken  lens 

Miscellaneous 

N  on -listed  procedures 


ALLOWABLE  FEE 

$3.00 
3.00 
3.00 

IC 

IC 


*  IC    Individual  Consideration 
**  PA  Prior  Approval 
#**  NA  Not  Applicable 
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DRUGS 


I.  INTRODUCTION 

A.  As  a  condition  of  participation  in,  and  of  payment  by,  the  Medical 
Assistance  Program,  prescribers  and  pharmacists  participating  in  the 
Program  must  comply  not  only  with  the  Department's  regulations 
applicable  specifically  to  the  Medical  Assistance  Program,  but  also 
with  all  federal  and  state  laws  and  regulations  governing  the  pre- 
scribing and  dispensing  of  drugs.    The  highest  professional  standards 
will  be  applied  to  ensure  safety,  economy,  and  rational  drug  therapy. 

B.  The  regulations  and  other  published  materials  which  most  directly 
affect  participating  pharmacies  are: 


1.  Department  of  Public  Welfare  "Rules  and  Regulations  for  Pharmacy 
Program  under  Medical  Assistance"  (with  guidelines),  published  by 
the  Secretary  of  the  Commonwealth  January  21,  1972,  effective 
February  1,  1972; 

2.  The  Drug  List  referred  to  in  item  III. A,  below;  and 

3.  Section  J  of  this  Chapter.     (In  the  event  of  any  conflict 
between  the  1972  regulation  referred  to  in  item  I.B.I 
above  and  these  regulations,  the  latter  will  control.) 


II.     PRESCRIPTION  REQUIREMENTS 

A.  Authorized  Prescriber 

Physicians,  osteopathic  physicians,  dentists,  and  podiatrists  who  are 
licensed  and  registered  according  to  the  laws  of  the  Commonwealth  of 
Massachusetts  are  authorized  to  prescribe  drugs  as  part  of  a  medical 
treatment  plan. 

B.  Dispensing  Pharmacist 

Prescribed  drugs  shall  be  dispensed  by  a  pharmacist  who  is  licensed 
and  registered  according  to  the  laws  of  the  Commonwealth  of 
Massachusetts . 

C.  Prescription 

The  prescription  is  a  written  (typed  or  hand  printed)  medication  order 
which  originates  with  an  authorized  prescriber  and  is  dispensed  by  a 
registered  pharmacist  according  to  state  and  federal  regulations.  The 
prescription  must  contain 'the  following  information:  the  date  of  the 
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prescription;  the  prescriber's  name,  address,  and  DEA  (Drug  Enforcement 
Administration)  number;  the  recipient's  name  and  address;  the  drug 
name,  strength,  dosage  schedule,  and  quantity;  the  number  of  author- 
ized refills  (the  absence  of  an  indication  to  refill  renders  the  pre- 
scription non-ref illable) ;  and  the  prescriber's  signature  (pre- 
printed or  rubber-stamped  signatures  are  invalid) . 

Where  permitted  (in  emergencies  or  with  Schedule  VI  drugs  under  the 
Massachusetts  Controlled  Substances  Act),  the  term  "prescription" 
shall  also  include  an  oral  order  for  medication  as  defined  under 
M.G.L.  c.  94C  sec.  20(c). 

1.    Written  Prescription  Requirement  for  Schedule  II,  III,  IV,  or  V 


Prescribed  drugs  which  are  listed  under  Drug  Schedule  II,  III, 
IV,  or  V  of  the  Massachusetts  Controlled  Substances  Act  (M.G.L.  c. 
94C)  shall  be  dispensed  on  the  basis  of  a  written  prescription 
only. 

2.     Requirements  for  Prescription  in  Emergencies 

a.  Schedule  II,  III,  IV,  or  V  Drugs 

A  pharmacist  may  dispense  drugs  listed  under  Drug  Schedule 
II,  III,  IV,  or  V  on  the  basis  of  an  oral/ telephone  medica- 
tion order  when  the  prescriber  states  that  an  emergency 
exists.     In  an  emergency,  drugs  must  be  prescribed  and 
dispensed  in  compliance  with  state  and  federal  regulations 
and  in  accordance  with  the  following  requirements: 

(1)  the  drug  quantity  must  not  exceed  a  72-hour  supply; 

(2)  the  prescription  cannot  be  refilled;  and 

(3)  the  prescriber  must  provide  an  original  signed  pre- 
scription to  the  pharmacist  within  seven  days  after  the 
oral/ telephone  order  or,  in  the  case  of  Schedule  II 
drugs,  within  72  hours  after  the  telephone  order. 

b.  Billing  Procedures  for  Emergency  Prescriptions 

When  filling  out  the  MA-5  (Rev.  12/75)  claim  form  for 
emergency  prescriptions,  the  pharmacist  must  check  Block  17  - 
("Phone  Rx")  and  record  in  Block  20  ("Remarks")  the  words 


Drugs 
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"Emergency  Prescription".  All  claims  for  emergency  prescrip- 
tions must  include  the  prescriber's  DEA  number  in  Block  18. 


3.    Waiver  for  Written  Prescriptions  for  Recipients  in  Long  Term 
Care  Facilities 

The  following  conditions  apply  to  prescriptions  for  recipients 
in  long  term  care  facilities: 

a.  A  written  prescription  is  required  only  when  drugs  listed 
under  Drug  Schedule  II  are  dispensed. 

b.  All  other  drugs  may  be  ordered  orally;  however,  in  the 
Doctor's  Order  Book  in  the  long  term  care  facility,  the 
order  must  be  documented  and  signed  by  the  physician. 


III.  DRUG  FORMULARY 

A.  Introduction 

The  Department  maintains  a  Drug  List  for  convenience  in  billing  which 
is  sent  to  all  pharmacy  providers.     A  four-digit  number  identifies 
each  item  on  the  list.     The  legend  section  lists  commonly  prescribed 
legend  drugs,  drug  strengths,  and  unit  prices  based  on  standard  pack- 
age sizes.     The  prices  are  updated  by  the  latest  Red  Book  and  Supple- 
ment listings.     A  legend  drug  appearing  in  the  Supplement  which  has 
not  been  assigned  a  number  may  be  billed  under  Procedure  Code  9997. 
The  non-legend  section  lists  the  only  items  reimbursable  under  the 
Medical  Assistance  Program.     The  Department  will  reimburse  at  the 
price,  strength,  and  package  size  listed. 

B.  Limitations  on  Payment  for  Drugs 

Any  legend  drug  not  listed  in  the  Drug  List  may  be  reimbursable  with 
the  following  exceptions. 

1.     Methyl  Phenidate  (Ritalin)  and  Amphetamines 


Methyl  phenidate,  amphetamines  (including  amphetamines  in  combina- 
tion), and  all  other  drugs  used  for  control  of  appetite  are  not 
reimbursable.    However,  when  prescribed  for  the  treatment  of 
hyperkinesis ,  amphetamines  are  reimbursable  without  prior  approval 
if  the  physician  states  on  the  prescription  the  words  "for 
hyperkinesis"  and  if  the  recipient  is  under  17  years  of  age. 
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2.  Vitamins 

Vitamins  included  in  the  Drug  List  are  reimbursable  only  when  they 
are  dispensed  to  infants  and  children  through  the  age  of  36  months 
and  to  women  through  pregnancy.    Plain  fluorides  are  reimbursable 
when  dispensed  to  recipients  up  to  the  age  of  12  years.  General 
multiple  vitamins  NF  (National  Formulary)  in  units  of  100  are 
reimbursable  for  all  eligible  recipients  with  a  physician's 
prescription. 

3.  Immunizing  Biologicals  and  Tubercular  (TB)  Drugs 

Immunizing  biologicals  and  TB  drugs  available  through  local  Boards 
of  Public  Health  or  through  the  state  Department  of  Public  Health 
are  not  reimbursable.    However,  pharmacies  will  be  allowed  to  bill 
for  certain  TB  drugs  on  behalf  of  non-ambulatory  recipients  who 
cannot  attend  one  of  the  Department  of  Public  Health  clinics.  Phar- 
macies will  be  reimbursed  for  any  recipients  who  present  valid  pre- 
scriptions.   Reimbursement  will  be  made  for  the  following  three 
drugs:  Isoniazid,  Myambutal,  and  P.A.S.    All  other  such  drugs 
require  prior  approval  (see  item  IV). 

4.  Antacids 

a.  The  Department  will  not  pay  a  pharmacy  for  antacids  dispensed 
to  a  recipient  in  a  long  term  care  facility.    The  facility  must 
supply  antacids. 

b.  The  Department  will  pay  a  pharmacy  for  antacids  dispensed  to  a 
non- institutionalized  recipient  only  if  the  recipient  has  one 
of  the  following  medical  conditions: 

(1)  gastritis; 

(2)  hiatus  hernia;  or 

(3)  ulcers . 

5.  Laxatives  and  Stool  Softeners 

a.  The  Department  will  not  pay  a  pharmacy  for  laxatives  or 
stool  softeners  dispensed  to  a  recipient  in  a  long  term  care 
facility.    The  facility  must  supply  laxatives  and  stool 

sof  teners . 

b.  The  Department  will  not  pay  a  pharmacy  for  laxatives  or  stool 
softeners  dispensed  to  a  non- institutionalized  recipient. 
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6.  Cough  and  Cold  Preparations 

a.  The  Department  will  not  pay  a  pharmacy  for  non-legend  or 
legend  cough  and  cold  preparations  dispensed  to  a  non- 
institutionalized  recipient. 

b .  The  Department  will  pay  a  pharmacy  for  legend  cough  and 
cold  preparations  dispensed  to  a  recipient  in  a  long  term 
care  facility. 

7.  Propoxyphene 

The  Department  will  not  pay  a  pharmacy  for  any  drug  product  that 
contains  propoxyphene,  with  the  following  two  exceptions: 

a.  propoxyphene  hydrochloride  32  mg.   (Drug  List  Code  No.  0258); 
and 

b.  propoxyphene  hydrochloride  65  mg.   (Drug  List  Code  No.  5891). 


IV.  PRIOR  APPROVAL  REQUIREMENT 

If  a  prescriber  believes  that  the  limitations  outlined  above  would  result 
in  inadequate  treatment  for  a  diagnosed  medical  condition,  the  prescriber 
may  submit  a  written  request  for  prior  approval. 

A  prescriber  must  write  to  the  Pharmacy  Program,  Medical  Division,  600 
Washington  Street,  Room  740,  Boston,  MA  021 11,  if  he  wishes  approval  on 
an  uncovered  drug.     The  staff  will  assess  the  request  and  will  issue  a 
prior  approval  number  if  warranted. 

V.  BILLING 

A.  Refer  to  Section  A  of  this  Chapter  for  general  billing  regulations. 

B.  Drugs  prescribed  for  a  recipient  who  also  has  Medicare  benefits  and 
resides  in  a  long  term  care  facility  are  included  in  the  per  diem 
rate  as  established  by  the  Medicare  fiscal  intermediary.     A  pharmacist 
may  not  bill  the  Department  for  such  drugs.     The  bill  must  be  sent  to 
the  long  term  care  facility. 
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PHARMACY  SERVICE  LIST 

A.  Introduction 

The  Department  maintains  a  level  of  pharmacy"  services  adequate  for  the  prac- 
tice of  medicine  in  a  comprehensive  medical  care  program.  While  a  restricted 
drug  formulary  limited  to  a  small  number  of  specified  drugs  is  not  utilized, 
some  conditions  are  placed  on  the  purchase  of  drugs.  Any  Federal  Drug  Admini- 
stration (F.D.A.)  approved  drug,  both  legend  and  non-legend,  which  appears 
in  the  Red  Book  (  published  by  Medical  Economics  Company)  and  supplements  is 
reimbursable  subject  to  the  conditions  outlined  in  paragraph  V-B. 

Medical  Assistance  maintains  a  drug  listing  for  convenience  in  billing  which 
is  sent  to  all  Medical  Assistance  pharmacy  providers.  A  four  digit  number 
identifies  each  item  on  the  list.  The  list  is  divided  into  three  sections 
for  use  by  the  pharmacist.  The  legend  section  lists  commonly  prescribed 
legend  drugs,  the  strength  and  unit  price  based  on  standard  package  size.  The 
prices  are  updated  by  the  latest  Red  Book  and  Supplement  listings.  A  legend 
drug  appearing  in  the  Supplement  which  has  not  been  assigned  a  number  may 
be  billed  under  code  9997.  The  non-l6gend  section  lists  the  only  items  co- 
vered. Medical  Assistance  will  reimburse  at  the  price,  strength  and  package 
size  Listed.  The  durable  medical  equipment  section  lists  the  only  covered 
medical  and  ostomy  supplies  and  the  reimbursable  prices  and  quantities. 

When  the  condition  (see  V-B)  focuses  on  the  prescriber,  as  in  the  case  of 
drug  reimbursement  contingent  on  diagnosis,  Medical  Assistance  will  not 
penalize  the  pharmacist.  All  billings  from  the  pharmacy  will  be  accepted  if 
substantiated  by  a  legal  prescription. 

If  a  physician  believes  that  the  program  conditions  outlined  below  would 
result  in  inadequate  treatment  for  a  diagnosed  medical  condition,  the  phy- 
sician may  submit  a  written  request  for  prior  approval.  The  only  medical 
conditions  considered  for  prior  approval  are  those  which  would  result  in 
long  term  functional  impairment  or  immediate  pain  and  suffering  if  left 
untreated. 

B.  Conditions 

1.  Amphetamines  and  Ritalin  will  be  reimbursed  only  for  the  treatment  of 
HyperkLnesis.  The  physician  must  state  on  the  prescription  the  words 
•'for  HyperkLnesis"  and  the  patient  must  be  under  seventeen  (17)  years  or 
age. 
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2.  Reimbursement  for  vitamins  covered  in  the  Drug  List  is  limited  to  infants 
and  children  through  the  age  of  thirty-six  (36)  months  and  to  women  through 
pregnancy.  Plain  flourides  for  recipients  are  reimbursable  up  to  the  age  of 
twelve  years.  General  multiple  vitamins  NF  (National  Formulary)  in  units 

of  one  hundred  will  be  reimbursed  for  all  eligible  recipients  with  a  phy- 
sician 1 s  prescription. 

3.  Immunizing  biological s  and  TB  drugs  available  through  local  Boards  of  Public 
Health  or  through  the  State  Department  of  Public  Health  are  not  reimbursable. 
However,  pharmacies  will  be  allowed  to  bill  for  certain  TB  drugs  on  befalf 
of  non-ambulatory  patients  who  cannot  attend  one  of  the  Department  of  Pub- 
lic Health  clinics.  The  intent  of  the  policy  is  for  ambulatory  patients  to 
be  referred  to  the  Public  Health  clinics  for  further  treatment. However, 
pharmacies  will  be  reimbursed  for  any  patients  who  present  valid  prescrip- 
tions. Reimbursement  will  be  made  for  the  following  three  drugs:  Isoniazid, 
Myambutal.  P.A.S..  All  others  require  prior  approval. 

U.  Tha  following  conditions  are  placed  on  the  therapeutic  class  of  antacids 
including  both  legend  and  non-legend  preparations:  no  direct  payment  will 
be  made  to  the  pharmacy  for  nursing  home  patients  (  nursing  homes  must 
supply  antacids  );  reimbursement  on  behalf  of  non -institutionalized  patients 
■  will  be  made  only  for  the  conditions  of  gastritis,  hiatus  hernia,  and  ulcers. 

5.  The  following  conditions  are  placed  on  the  therapeutic  class  of  laxatives  , 
stool  softeners,  including  both  legend  and  non-legend  items:  no  direct 
payment  will  be  made  to  the  pharmacy  for  nursing  home  patients  (  nursing 
homes  must  supply  laxatives  ):  reimbursement  will  be  made  directly  to  the 
pharmacist  for  all  non-institutionalized  patients  on  a  prior  ap;  roval  basis. 

6.  The  following  conditions  are  placed  on  the  therapeutic  class  of  cough  and 
cold  preparations:  no  direct  payment  will  b6  made  to  the  pharmacy  for 
legend  and  non-legend  preparations  (  however,  nursing  homes  must  supply 
non-legend  cough  and  cold  preparations  as  needed  for  all  their  patients). 
In  addition,  topical  nasal  preparations  and  antihistamines  are  still  re- 
imbursable to  the  pharmacy  for  all  patients. 
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On  and  after  June  1,  1971,  these  rules  and  regulations  shall  govern  the  rates  of  pay- 
ments to  be  used  by  all  Welfare  Service  Offices  in  making  payments  to  eligible  pharmacies 
for  prescribed  drugs,  legend  and  non- legend,  dispensed  on  and  after  the  aforesaid  date 
to  publicly-aided  individuals. 

1.  Payment  for  Legend  Drugs 

Payment  to  eligible  pharmacies  for  validly  prescribed  reimbursable  legend  drugs 
(whether  compounded  or  non- compounded)  shall  be  based  on  cost  of  ingredients 
dispensed  as  defined  in  paragraphs  5  through  7,  plus  a  dispensing  fee  of  $1.85 
per  prescription. 

2.  Payment  for  Non- Legend  Drugs 

Payment  to  eligible  pharmacies  for  validly  prescribed  reimbursable  non- legend 
drugs  shall  be  as  follows: 

a.  Non-Broken  Packages:    Where  the  quantity  of  the  non- legend  drug  prescribed  and 
dispensed  is  identical  to  the  quantity  of  the  manufacturer's  unit  or  package 
size,  payment  shall  be  based  on  customary  shelf  price  of  the  drug  not  to  exceed 
the  lower  of  the  reasonable  customary  charge  to  the  general  public  or,  cost 

of  the  ingredients  dispensed,  as  defined  in  paragraphs  numbered  5  through  7,  in- 
clusive, plus  a  mark-up  (based  on  cost)  of  fifty  (50)  percent. 

b.  Broken  Packages:    Where  the  quantity  of  the  non-legend  drug  prescribed  and 
dispensed  differs  from  the  quantity  of  the  manufacturer's  unit  or  package  size, 
necessitating  the  breaking  of  the  original  package,  payment  shall  be  based  on 
cost  of  the  ingredients  dispensed,  as  defined  in  paragraphs  numbered  5  through 
7  inclusive,  plus  a  dispensing  fee  of  $1.85. 

3.  Application  of  Dispensing  Fees 

The  dispensing  fees  referred  to  in  paragraphs  1  and  2  shall  apply  only  once  to 
the  actual  quantity  of  the  drug  prescribed  by  the  prescriber  and  xiispensed  by 
the  eligible  pharmacy  provider.    Prescription  splitting  is  not  permitted.  Any 
application  of  such  dispensing  fees  in  a  different  manner  is  not  authorized. 
Further,  application  of  such  dispensing  fees  shall  be  in  accordance  with  Rule  49, 
Item  15,  of  the  Code  of  Professional  Conduct  of  pharmacy,  adopted  by  the 
Massachusetts  Board  of  Registration  in  Pharmacy,  to  wit: 

"A  registered  pharmacist  shall  not  perform,  be  a  party  to,  or  an  accessory  to  any 
fraudulent  or  deceitful  practice  or  transaction  in  pharmacy  or  the  retail  drug 
business." 

4.  Payment  to  prescribers  (physicians  or  other  legal  prescribers  of  medication)  for 
validily  prescribed,  reimbursable  legend  or  non-legend  drugs  that  are  dispensed 
by  the  prescriber  shall  not  exceed  cost  of  the  ingredients,  as  defined  in  para- 
graphs numbered  five  (5)  through  seven  (7)  inclusive. 
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5. 


Computation  of  Ingredient  Cost 


Cost  of  the  ingredients  shall  be  based  on  the  wholesale  price  (or  if  there  is  no 
wholesale  price,  the  average  wholesale  price)  listed  in  the  current  edition  of  the 
Blue  Book  or  in  the  Red  Book  (whichever  is  more  recently  published),  or  in  the 
manufacturer's  current  catalog  if  the  drug  is  not  listed  in  the  Blue  Book  or  Red 
Book,  for  the  standard  package  size,  as  defined  in  paragraph  numbered  six  (6), 
Where  there  is  only  a  direct  price  listed,  the  direct  price  for  the  standard  pack- 
age size  shall  be  the  basis  of  ingredient  cost. 

6.  Determination  of  Standard  Package  Size 

Standard  package  size  shall  be  based  on  the  package  size  listed  in  the  current 
edition  of  the  Blue  Book  or  Red  Book,  or  in  the  manufacturer's  current  catalog  if 
the  drug  is  not  listed  in  the  Blue  Book  or  Red  Book,  and  shall  mean: 

a.  100' s,  pints  or  pounds  if  commercially  available;  or 

b.  if  100' s,  pints  or  pounds  are  not  commercially  available,  the  commercially 
available  size  that  is  next  above  100' s, pints  or  pounds;  or 

c.  when  the  quantity  dispensed  exceeds  the  commercially  available  sizes  provided 
in  sub-paragraphs  (a)  or  (b),  that  commercially  available  size  which  is  closest 
to  the  quantity  dispensed;  or 

d.  if  sub-paragraphs  (a),   (b)  and  (c)  do  not  apply  and  in  the  case  of  conventional 
dispensing  units,  the  unit  dispensed;  or 

e.  if  sub-paragraphs  (a),  (b),  (c),  and  (d)  do  not  apply  and  in  those  cases  in 
which  the  only  commercially  available  sizes  are  less  than  100' s,  pints  or 
pounds,  the  package  size  closest  to  the  amount  dispensed. 

7.  Determination  of  Ingredient  Cost  -  Broken  Packages 

The  ingredient  cost  of  drugs  dispensed  in  quantities  that  are  less  than,  or  more 
than  the  quantity  of  the  applicable  standard  package  size,  as  defined  in  paragraph 
numbered  six  (6),  shall  be  determined  by  multiplying  the  cost  of  the  applicable 
standard  package  size,  as  defined  by  the  ratio  that  the  quantity  dispensed  bears 
to  the  quantity  of  the  applicable  standard  package  size. 

8.  Rounding  Off  Bills 

In  submitting  bills  for  reimbursement  under  these  regulations  and  rates  of  pay- 
ment, eligible  providers  may  round  off  all  validly  prescribed  drug  and  medical- 
surgical  supply  bills  to  the  nearest  dime.    Bills  that  would  otherwise  end  in  1, 
2,  3  or  4  may  be  rounded  down  to  the  next  zero;  and  bills  that  would  otherwise 
end  in  5,  6,  7,  8  or  9  may  be  rounded  up  to  the  next  zero. 
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DRUGS  AND    DURABLE  MEDICAL  EQUIPMENT 


DURABLE  MEDICAL  EQUIPMENT 


1.  Physician '3  Orders 

Durable  medical  equipment  is  reimbursable  only  upon  the  signed  order  of  the 
treating  doctor  of  medicine.    Oral  orders  may  be  honored  but  must  be  followed 
with  a  signed  order  from  the  physician  and  sent  to  the  provider. 

2.  Prior  Approval 

Prior  approval  (PA)  is  a  monitoring  procedure  which  ensures  that  the  requested 
item  or  service  is  medically  necessary  and  reasonably  priced.    Prior  approval 
is  required  for  items  or  services  which  cost  more  than  $35.00,  and  which  are 
not  included  in  the  Department's  Durable  Medical  Equipment  (D.M.E.)  list. 

Requests  for  durable  medical  equipment  must  be  submitted  by  the  provider  directly 
to:    The  Department  of  Public  Welfare,  Medical  Assistance  Division,  Prior  Approval 
Unit,  Room  611,  600  Washington  Street,  Boston,  MA   02111.    Requests  must  not  be 
submitted  to  local  Welfare  Service  offices  or  to  Regional  Offices. 

Written  notification  of  the  prior  approval  decision  will  be  sent  by  the  Department 
to  the  Medical  Assistance  recipient,  the  durable  medical  equipment  supplier,  and 
the  prescribing  health  professional.    The  notification  will  indicate  approval,  non- 
approval  because  additional  information  is  needed,  or  denial  listing  the  reason  for 
the  denial.    The  Medical  Assistance  recipient,  the  durable  medical  equipment  supplier, 
and  the  prescribing  health  professional  have  the  right  to  resubmit  a  request  and  pro- 
vide additional  information.    The  Department  will  act  upon  a  resubmitted  request 
within  fifteen  (15)  days.    The  recipient  may  request  a  fair  hearing  before  a  referee 
of  the  Department  of  Public  Welfare  concerning  prior  approval  requests  which  were 
denied  or  not  approved  by  the  Department . 

It  is  the  responsibility  of  the  Department  of  Public  Welfare,  Medical  Assistance 
Division,  to  maintain  a  ledger  of  prior  approval  requests  listing  the  date  each 
request  was  received.    Confirmation  of  the  date  of  receipt  is  available  and  will 
be  furnished  to  the  prescriber,  the  provider,  the  recipient,  and  appropriate  rep- 
resentatives upon  request. 

The  Department  will  act  upon  prior  approval  requests  for  durable  medical  equipment 
as  soon  as  possible  and  no  later  than  fifteen  (15)  days,  after  receipt  of  the  re- 
quest by  the  Medical  Assistance  Division. 

In  cases  of  requests  not  acted  upon  within  fifteen  (15)  days  the  Director  of  the 
Prior  Approval  Unit  or  the  Assistant  Commissioner  for  Medical  Assistance, will, 
upon  notification,  act  on  the  request  within  twenty-four  (24)  hours. 
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DRUGS  AND  DURABLE  MEDICAL  EQUIPMENT 


If  a  health  care  emergency  arises  and  a  delay  of  fifteen  days  would  jeopardize 
the  health  of  the  recipient  or  would  prolong  a  hospital  stay,  the  request  foi 
prior  approval  may  be  made  orally  or  by  telephone  to  the  Medical  Assistance 
Division,  Prior  Approval  Unit,  Room  611,  600  Washington  Street,  Boston,  Mass. 
02111.    If  the  request  is  approved,  a  prior  approval  number  will  be  given  by 
telephone  to  the  durable  medical  equipment  supplier  and  followed  up  in  writing 
upon  receipt  of  the  completed  prior  approval  request  form  (MA-11B). 


Forms  are  available  upon  request  from:    Medical  Claims  Control  Center,  P.O. 
Box  567,  Westboro,  Mass.  01581. 

When  standard  (no  prior  approval)  billing  practices  are  being  followed,  the 
provider  completes  the  MA-10  billing  form  and  submits  it  to  Medical  Claims 
Control  Center  for  payment. 

When  prior  approval  is  required  (for  an  item  which  costs  more  than  $35.00), 
the  prior  approval  request  form  (MA-11B)  is  completed  and  signed  by  both 
physician  and  provider.    The  completed  MA-11B  is  then  sent  by  the  provider 
to  the  Prior  Approval  Unit,  Medical  Assistance  Division,  Room  611,  600 
Washington  Street,  Boston,  Mass.  02111.    Upon  receiving  an  approved  PA  re- 
quest from  the  Prior  Approval  Unit,  the  provider  transfers  the  prior  approval 
number  from  the  MA-1IB  to  the  MA-10  billing  form.    The  provider  must  furnish 
the  recipient  with  the  approved  durable  medical  equipment  before  submitting 
the  completed  MA-10  form  to  Medical  Claims  Control  Center  for  payment. 


3.  Billing 
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I.  INTRODUCTION 

With  the  exception  of  the  regulation  in  item  III.B.l.b,  the  definitions  and 
methods  for  determining  reimbursement  contained  in  this  part  are  regulations 
promulgated  by  the  Massachusetts  Rate  Setting  Commission,  and  have  been  adopted 
by  the  Department. 

II.  DEFINITIONS 

A.  Drug  —  a  substance  containing  one  or  more  active  ingredients  in  a 
specified  dosage  form  and  strength.     Each  dosage  form  and  strength  is 
a  separate  drug. 

B.  Single  Source  Drug  —  a  drug  marketed  or  sold  by  one  manufacturer  or 
labeler  under  one  proprietary  name. 

C.  Multiple  Source  Drug  —  a  drug  marketed  or  sold  by  two  or  more 
manufacturers  or  labelers,  or  a  drug  marketed  or  sold  by  the  same 
manufacturer  or  labeler  under  two  or  more  different  names. 

D.  Multiple  Source  Trade  Name  Drug  —  a  multiple  source  drug  marketed 
under  a  drug  manufacturer's  trade  name. 

E.  Multiple  Source  Generic  Drug  —  a  multiple  source  drug  marketed  under 
a  non-proprietary  chemical  name  and  included  within  the  drug  formulary 

of  interchangeable  drug  products  prepared  by  the  Drug  Formulary  Commission. 

F.  Drug  Formulary  Commission  —  a  nine-member  panel  established  pursuant  to 
M.G.L.  c.17  s.  13  that  is  required  to  prepare  a  drug  formulary  of  inter- 
changeable drug  products  for  adoption  as  a  regulation  by  the  Massachusetts 
Department  of  Public  Health. 

G.  Legend  Drug  —  any  drug  for  which  a  prescription  is  required  by 
applicable  federal  or  state  law  or  regulation. 

H.  Non-Legend  Drug  —  any  drug  for  which  no  prescription  is  required  by 
federal  or  state  law. 

I.  Compounded  Drug  —  any  drug,  excluding  cough  preparations,  in  which  two 
or  more  ingredients  are  extemporaneously  mixed  by  a  registered  pharmacist. 

J.     High  Ingredient  Cost  Drug  —  any  drug  where  the  ingredient  costs  as 
determined  under  Massachusetts  Rate  Setting  Commission  regulations 
exceed  $25.00. 

K.     Most  Frequently  Purchased  Package  Size  —  the  package  size  of  a  drug 
most  frequently  purchased  by  pharmacy  providers. 
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L.     Standard  Package  Size  —  the  package  size  of  any  drug  for  which  a  most 
frequently  purchased  package  size  has  not  been  determined  by  the 
Massachusetts  Rate  Setting  Commission,  which  shall  be  as  follows: 

1.  tablets  and  capsules  100s; 

2.  liquids  480  ml.  ; 

3.  ampuls  and  suppositories  10s;  and 

4.  vials  10  ml. 


If  the  quantities  above  are  not  commercially  available,  the  standard 
package  size  shall  mean  that  commercially  available  size  equal  to  or 
next  largest  to  the  quantity  dispensed. 

M.     Red  Book  —  the  current  edition,  including  quarterly  supplements,  of  the 
Drug  Topics  Red  Book. 

N.     Manufacturer's  Catalogue  —  the  current  edition,  including  supplements, 
of  any  pharmaceutical  manufacturer's  catalogue. 

0.     Estimated  Acquisition  Cost  —  an  estimate  of  the  price  generally  and 
currently  paid  by  pharmacy  providers  for  the  most  frequently  purchased 
package  size  of  a  drug.     This  price  shall  be  determined  by  the 
Massachusetts  Rate  Setting  Commission  and  shall  not  exceed  the  lowest 
of  the  following: 

1.  direct  price; 

2.  volume  wholesale  price; 

3.  average  wholesale  price;  or 

4.  wholesale  price. 

P.     Direct  Price  —  the  unit  price  charged  for  the  most  frequently  purchased 
package  size  of  selected  drugs  by  pharmaceutical  manufacturers  to  their 
direct  customers  (as  listed  in  the  Red  Book  or  recommended  in  the  drug 
manufacturer's  catalogue  if  the  drug  is  not  listed  in  the  Red  Book). 

Q.     Volume  Wholesale  Price  —  the  unit  price  (average  wholesale  price  or 

wholesale  price)  generally  and  currently  charged  for  the  most  frequently 
purchased  package  size  of  selected  drugs  by  wholesale  drug  distributors 
to  their  retail  customers  (as  listed  in  the  Red  Book  or  recommended  in  the 
drug  manufacturer's  catalogue  if  the  drug  is  not  listed  in  the  Red  Book), 
less  a  discount  of  five  percent. 
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R.     Average  Wholesale  Price  —  the  average  (mean)  unit  price  generally  and 
currently  charged  for  the  standard  package  size  of  a  drug  by  a  repre- 
sentative group  of  wholesale  drug  distributors  throughout  the  country 
to  their  retail  customers  (as  listed  in  the  Red  Book) ,  less  a  discount 
of  five  percent. 

S.     Wholesale  Price  —  the  unit  price  generally  and  currently  charged  for 
the  standard  package  size  of  a  drug  by  wholesale  drug  distributors  to 
their  retail  customers  (as  listed  in  the  Red  Book  or  recommended  in 
the  drug  manufacturer's  catalogue  if  the  drug  is  not  listed  in  the  Red 
Book),  less  a  discount  of  five  percent. 

T.     Massachusetts  Maximum  Allowable  Cost  (MMAC)  —  the  average  (mean)  unit 
price  charged  for  the  standard  package  size  of  a  multiple  source  drug  by 
a  representative  group  of  Massachusetts  wholesale  drug  distributors  (or 
by  out-of-state  wholesalers  if  the  drug  is  not  widely  available  in  Massa- 
chusetts) to  their  retail  customers.     The  MMAC  shall  not  apply  to  a  mul- 
tiple source  trade  name  drug  prescribed  and  dispensed  to  a  recipient 
where  the  prescriber  has  designated  on  the  prescription  form  that  the 
drug  is  "medically  necessary"  for  that  recipient. 

U.  Maximum  Allowable  Cost  (MAC)  —  the  lowest  unit  price  at  which  the  most 
frequently  purchased  package  size  of  a  multiple  source  drug  is  widely  and 
consistently  available,  as  determined  by  the  Pharmaceutical  Reimbursement 
Board.  The  MAC  shall  apply  solely  to  multiple  source  drugs  dispensed  by 
pharmacy  providers  to  recipients;  however,  it  shall  not  apply  to  a  multi- 
ple source  trade  name  drug  where  the- prescriber  has  designated  on  the  pre- 
scription form  that  the  drug  is  "medically  necessary"  for  that  recipient. 

V.     Usual  and  Customary  Charge  —  the  price  charged  for  a  given  volume 

of  drugs  (legend  or  non-legend)  on  a  given  day  by  a  pharmacy  provider 
to  its  retail  customers  (institutional  purchasers  as  well  as  over-the- 
counter  purchasers).  If  a  drug  is  on  sale  for  a  one-week  period,  the 
usual  and  customary  charge  for  that  drug  during  that  week  is  the  sale 
price.  If  the  price  of  a  drug  is  discounted  to  retail  customers  when 
purchased  in  volume,  the  usual  and  customary  charge  for  that  volume 
of  drugs  is  the  discounted  price. 

W.     Pharmaceutical  Reimbursement  Board  —  a  five-member  panel  established 
pursuant  to  45  CFR  Subtitle  A,  Part  19  that  determines  the  maximum 
allowable  cost  for  selected  multiple-source  drugs.     The  Board  is  re- 
quired to  maintain  and  make  publicly  available  a  list  of  maximum 
allowable  cost  determinations  and  to  renew  regularly  the  list  to 
ensure  that  continued  application  of  each  maximum  allowable  cost  is 
justified . 

X.     Dispensing  Fee  —  the  fee  paid,  over  and  above  the  ingredient  cost  of  the 
drug,  to  pharmacy  providers  for  dispensing  prescribed  drugs  to  recipients 
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III.     REIMBURSEMENT  RATES  FOR  LEGEND  DRUGS 

A.  Reimbursement  Rate  for  Single  Source  Drugs 

Payment  to  a  pharmacy  provider  for  a  single  source  legend  drug  dispensed 
to  a  recipient  shall  not  exceed  the  lower  of : 

1.  the  estimated  acquisition  cost  of  the  drug,  plus  the  appropriate 
dispensing  fee  (see  item  V) ;  or 

2.  the  usual  and  customary  charge  to  its  retail  customers  for  the  drug. 

B.  Reimbursement  Rate  for  Multiple  Source  Drugs 

1.  Multiple  Source  Trade  Name  Drugs 

a.  Payment  to  a  pharmacy  provider  for  a  multiple  source  trade  name 
legend  drug  dispensed  to  a  recipient  shall  not  exceed  the  lowest 
of: 

(1)  the  maximum  allowable  cost  of  the  drug,  if  any,  plus  the 
appropriate  dispensing  fee  (see  item  V) ,  provided  the 
prescriber  has  not  designated  the  drug  as  "medically 
necessary"  on  the  prescription  form; 

(2)  the  estimated  acquisition  cost  of  the  drug,  plus  the 
appropriate  dispensing  fee  (see  item  V) ; 

(3)  the  usual  and  customary  charge  to  its  retail  customers 
for  the  drug;  or 

(4)  the  Massachusetts  maximum  allowable  cost  of  the  drug, 
plus  the  appropriate  dispensing  fee. 

b.  Limitation  to  the  cost  in  III.B.l.a(l)  above  shall  not 

apply  in  any  case  where  a  physician  certifies  in  his  own  hand- 
writing on  the  face  of  the  prescription  that  in  his  medical 
judgment  a  specific  brand  of  medication  is  medically  necessary 
for  a  particular  patient.    An  acceptable  certification  written  on 
the  face  of  the  prescription  would  be  "brand  medically  necessary" 
or  "dispense  as  written".    A  procedure  for  checking  off  a  box  will 
not  constitute  an  acceptable  certification.     In  determining  reim- 
bursement for  telephone/oral  prescriptions,  cost  shall  be  limited 
to  an  amount  no  greater  than  the  maximum  established  above  unless 
the  pharmacy  provider  possesses  a  certified  prescription. 

2.  Multiple  Source  Generic  Drugs 

Payment  to  a  pharmacy  provider  for  a  multiple  source  generic  legend 
drug  dispensed  to  a  recipient  shall  not  exceed  the  lowest  of: 

a.     the  maximum  allowable  cost  of  the  drug,  if  any,  plus  the 
appropriate  dispensing  fee  (see  item  V) ; 
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b.  the  Massachusetts  maximum  allowable  cost  of  the  drug,  plus  the 
appropriate  dispensing  fee  (see  item  V) ;  or 

c.  the  usual  and  customary  charge  to  its  retail  customers  for  the 
drug. 

IV.  REIMBURSEMENT  RATES  FOR  NON-LEGEND  DRUGS 

Payment  to  a  pharmacy  provider  for  a  non-legend  drug  dispensed  to  a  recipient 
shall  not  exceed  the  lower  of : 

A.  the  estimated  acquistion  cost  of  the  drug  plus  the  appropriate  dispensing 
fee  (see  item  V) ;  or 

B.  the  usual  and  customary  charge  to  its  retail  customers  for  the  drug. 

V.  DISPENSING  FEES  ■ 

A.  Application  of  Dispensing  Fee 

A  pharmacy  provider  shall  be  reimbursed  no  more  than  one  dispensing  fee 
per  prescription,  unless  prior  approval  has  been  obtained  from  the  De- 
partment.    Any  application  of  dispensing  fees  contrary  to  the  provisions 
of  this  paragraph  is  not  authorized  by  this  regulation. 

B.  Prescribed  Drugs 

The  dispensing  fee  paid  to  a  pharmacy  provider  for  dispensing  prescribed 
drugs  to  a  recipient  shall  be  $2.70  per  prescription. 

C .  Compounded  Drugs 

The  dispensing  fee  paid  to  a  pharmacy  provider  for  dispensing  prescribed 
compounded  drugs  to  a  recipient  shall  be  the  dispensing  fee  set  forth  in 
item  V.B  above,  plus: 

1.  an  additional  $1.00  for: 

a.  compounding  ointments  or  solutions;  or 

b.  preparing  solutions  (excluding  cough  preparations)  that  involve 
the  weighing  of  ingredients;  or 

2.  an  additional  $2.00  for: 

a.  compounding  suppositories;  or 

b.  compounding  capsules,  tablets,  triturates,  or  powders. 

D.  High  Ingredient  Cost  Drugs 

The  dispensing  fee  paid  to  a  pharmacy  provider  for  dispensing  prescribed 
high  ingredient  cost  drugs  to  a  recipient  shall  be  the  dispensing  fee  set 
forth  in  item  V.B  above.     However,  special  consideration  may  be  granted  to 
a  pharmacy  provider  if  it  obtains  the  prior  approval  of  the  Department. 
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I.  INTRODUCTION 

The  primary  purpose  of  the  Department  of  Public  Welfare's  Medication  Control 
Program  is  to  establish  a  means  of  preventing  Medical  Assistance  recipients 
from  obtaining  excessive  quantities  of  prescribed  medications  through 
multiple  visits  to  physicians  and  pharmacies  ("shopping").     A  recipient  who 
has  been  identified  as  a  shopper  will  be  issued  a  Medicaid  Eligibility  Card 
which  will  indicate  that  the  recipient  may  obtain  medications  from  only  one 
pharmacy.     This  pharmacy,  referred  to  henceforth  in  these  regulations  as  the 
"primary  pharmacy",  will  be  responsible  for  monitoring  the  recipient's  drug 
utilization. 

II.  ENROLLMENT  OF  RECIPIENTS  IN  MEDICATION  CONTROL  PROGRAM 

A.  Identification  of  Recipients 

The  Department  will  identify  recipients  who  obtain  unnecessary  or  dupli- 
cate prescriptions  for  the  same  drug,  drugs  in  the  same  therapeutic  class, 
or  drugs  listed  under  Drug  Schedule  II,  III,  IV,  V,  or  VI  of  the  Massa- 
chusetts Controlled  Substances  Act  (M.G.L.  c.  94C) .     Letters  of  inquiry 
will  be  sent  to  prescribing  physicians  and  dispensing  pharmacies  to 
obtain  information  concerning  such  recipients.     Cases  in  which  no  medical 
justification  exists  for  the  apparently  excessive  drug  utilization 
pattern  will  be  referred  to  the  Medical  Division  of  the  Department. 

B.  Selection  of  Recipients 

The  Pharmacy  Program  Director  in  the  Medical  Division  will  review  the 
cases  referred  under  the  preceding  paragraph  and  select  recipients  for 
enrollment  in  the  Medication  Control  Program. 

C.  Notification  of  Recipients 

The  Pharmacy  Program  will  notify  a  recipient  of  his  enrollment  in  the 
Medication  Control  Program  by  registered  mail  at  least  ten  working  days 
prior  to  the  imposition  of  the  restriction.     The  notice  shall  contain 
an  explanation  of  the  program,  a  summary  of  the  evidence  upon  which  the 
action  is  based,  and  specific  citations  from  the  Department's  regulations 
supporting  the  action.     The  notice  shall  also  inform  the  recipient  of  his 
right  to  appeal  the  restriction  according  to  item  IX  of  this  part. 

D .  Selection  of  Pharmacy 

The  recipient  will  be  given  an  opportunity  to  choose  a  primary  pharmacy 
as  the  single  source  of  all  his  prescribed  medications.     At  the  time  of 
notification  of  placement  in  the  Medication  Control  Program,  the  Depart- 
ment will  provide  the  recipient  with  a  primary  pharmacy  selection  form. 
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If  the  recipient  fails  to  return  the  completed  form  within  ten  days, 
the  Department  will  select  the  primary  pharmacy  from  computer  reports 
of  the  recipient's  past  pharmacy  utilization  and  geographical 
location. 

E.     Notification  of  Pharmacy 

The  Department  will  notify  each  primary  pharmacy  of  the  identity  of 
recipients  restricted  to  that  pharmacy.     The  Department  will  also 
send  to  all  pharmacies  participating  in  the  Medical  Assistance  Pro- 
gram a  Recipient-Provider  List,  which  is  a  monthly  updated  list  of 
Medicaid  identification  numbers  only  (without  names)  of  restricted 
recipients  matched  with  their  primary  pharmacies.     This  Recipient- 
Provider  List  will  identify  the  primary  pharmacy  from  which  each 
restricted  recipient  must  receive  all  his  prescribed  medications. 

III.     RESTRICTIVE  ELIGIBILITY  CARDS 

A.  Restriction  Message  to  Recipient  and  Providers 

1.  After  notification  to  the  recipient  (see  item  II. C),  a  message 
will  appear  in  the  restriction  portion  of  the  recipient's  next 
Medicaid  Eligibility  Card  in  substantially  the  following  form: 
"MEDICATION  CONTROL.       RECIPIENT  RESTRICTED  TO  PRIMARY  PHARMACY." 
The  restriction  shall  apply  to  all  recipients  whose  names  are 
listed  on  the  card. 

2.  Except  in  an  emergency  (see  item  V),  no  pharmacy  except  the 
recipient's  primary  pharmacy  may  receive  reimbursement  for 
a  prescription  for  any  recipient  whose  Medicaid  Eligibility 
Card  bears  the  foregoing  restriction. 

3.  A  Temporary  Medicaid  Eligibility  Card  for  a  restricted  recipient 
may  not  necessarily  have  a  restriction  message  indicated.     For  a 
recipient  with  a  Temporary  Medicaid  Eligibility  Card,  the  pharmacy 
must  check  the  Recipient-Provider  List  before  dispensing  the  medi- 
cation. 

B.  Notification  to  Welfare  Service  Offices  (WSOs) 

1.  The  Department  will  notify  Welfare  Service  Offices  (WSOs)  of  the 
identity  of  recipients  enrolled  in  the  Medication  Control  Program 
by  means  of  an  MCP-11  form.     This  form,  sent  to  the  attention  of 
the  WSO  director,  will  list  the  name  and  Medicaid  identification 
number  of  the  recipient  and  the  name  and  address  of  the  recipient's 
primary  pharmacy. 

2.  The  WSO  director  will  provide  a  copy  of  the  MCP-11  form  to  the 
recipient's  Assistance  Payments  worker  for  placement  in  the"  case 
record. 
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IV.  RESPONSIBILITIES  OF  PRIMARY  PHARMACY 

The  primary  pharmacy  irust  monitor  each  restricted  recipient's  drug  usage 
through  the  maintenance  of  a  prescription  record  or  patient  profile.  The 
pharmacist  must  use  his  professional  judgment  when  dispensing  drugs  to  detect 
inappropriate  drug  utilization  by  the  recipient.     When  the  pharmacist  suspects 
that  the  recipient  is  attempting  to  obtain  excessive  drugs  through  duplicate 
prescriptions  or  inappropriate  refills,  the  pharmacist  must  notify  the  pre- 
scribing physician  and  must  not  dispense  controlled  substances  unless  and 
until  the  prescribing  physician  has  verified  the  genuineness  and  accuracy 
of  the  prescription  presented  and  advised  that  it  be  filled.     Such  instances 
must  be  indicated  on  the  recipient's  prescription  record  or  patient  profile. 
This  prescription  record  or  patient  profile  shall  be  maintained  for  all  re- 
stricted recipients  at  the  primary  pharmacy  and  shall  be  made  available  for 
periodic  review  by  the  Pharmacy  Program  Director  or  his  designee. 

V.  EMERGENCY  PRESCRIPTIONS 

In  an  emergency  verified  by  a  physician,  a  pharmacy  other  than  the  primary 
pharmacy  may  dispense  a  maximum  of  a  36-hour  supply  of  a  Schedule  VI  drug 
to  a  restricted  recipient.     The  Department  will  not  reimburse  for  drugs 
listed  under  Schedules  II,  III,  IV,  or  V  dispensed  to  a  restricted  recipient 
by  a  pharmacy  other  than  the  primary  pharmacy. 

VI.  PROGRAM  MONITORING 

The  Pharmacy  Program  Director  will  supervise  the  monitoring  of  drug  utiliza- 
tion patterns  of  restricted  recipients.     This  will  be  accomplished  through 
the  review  of  periodic  computer-generated  reports.     If  such  a  review 
indicates  that  a  primary  pharmacy  is  not  dispensing  medications  according 
to  professional  judgment  and  rational  drug  utilization,  the  pharmacy  will 
be  subject  to  administrative  action  by  the  Department,  including  the  dis- 
allowance or  recovery  of  payments  and  the  imposition  of  sanctions  in  accor- 
dance with  Section  A  of  Chapter  VII  of  the  Massachusetts  Public  Assistance 
Policy  Manual  (now  redesignated  106  CMR  Chapter  450 . 000) .    Physicians  and 
other  prescribers  who  repeatedly  prescribe  inappropriately  are  also  subject 
to  review  and  administrative  action. 

VII.  CHANGE  IN  PRIMARY  PHARMACY 

At  the  time  of  the  initial  notification  to  the  recipient  of  his  placement 
in  the  Medication  Control  Program  and  the  subsequent  selection'  of  a  primary 
pharmacy,  the  recipient  will  be  advised  that  he  may  change  his  primary 
pharmacy  for  any  reasonable  cause  at  a  later  date,  by  notifying  the  Pharmacy 
Program  Director  at  least  30  days  prior  to  the  change.     At  that  time,  a  new 
W         primary  pharmacy  selection  form  must  be  completed  by  the  recipient.  No 
change  in  the  primary  pharmacy  will  be  authorized  at  an  interval  of  less 
than  60  days  between  selections. 
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VIII.     CHANGE  IN  RECIPIENT  STATUS  IN  MEDICATION  CONTROL  PROGRAM 

A.     If  the  Pharmacy  Program  Director  determines  after  review  of  a  recipient's 
drug  usage  profile  (a  review  period  shall  be  no  less  than  six  months) 
that  restriction  of  the  recipient  to  medication  control  is  no  longer 
appropriate,  the  restriction  will  be  removed. 


B.  The  recipient  will  be  notified  by  registered  mail  of  the  change  and 
the  effective  date  of  the  change. 

C.  The  recipient's  Welfare  Service  Office  (WSO) ,  primary  pharmacy,  and 
appropriate  Department  staff  will  be  concurrently  notified  by  form 
letter  MCP-11R  of  the  change,  and  appropriate  steps  will  be  taken  so 
that  the  medication  control  restriction  does  not  appear  on  Medicaid 
Eligibility  Cards  subsequently  issued  to  the  recipient. 


IX.        RECIPIENT  RIGHTS 

A  recipient  who  disagrees  with  the  determination  that  he  be  placed  in  the 
Medication  Control  Program  is  entitled  to  oppose  that  determination.  He 
will  be  informed  of  his  right  to  appeal  the  imposition  of  the  restriction; 
to  obtain  a  hearing;  to  be  represented  by  an  attorney  or  other  represen- 
tative, at  his  own  expense;  and  to  introduce  evidence  and  examine  wit- 
nesses.    The  recipient  must  submit  his  appeal  within  60  days  after  the 
notice  of  the  restriction.    The  appeal  must  be  filed  in  writing  with  the 
Department's  Division  of  Hearings,  600  Washington  Street,  Boston,  MA  02111. 
Notwithstanding  any  other  provision  of  the  Department's  regulations  to  the 
contrary,  the  restriction  will  become  effective  and  be  added  to  the  next 
Medicaid  Eligibility  Card  issued  to  the  recipient  unless  the  appeal  is 
filed  within  ten  days  after  the  date  of  the  notice  of  the  restriction.  Any 
appeal  filed  more  than  ten  days  after  the  date  of  such  notice  will  not 
alter  the  effective  date  of  the  restriction.    The  appeal  will  be  conducted 
in  accordance  with  the  regulations  contained  in  Section  B  of  Chapter  VI  of 
the  Massachusetts  Public  Assistance  Policy  Manual. 
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I.  INTRODUCTION 

A.  The  General  Laws  of  Massachusetts  state  that  the  drugs  and  medications 
available  through  the  General  Relief  Program  include  only  those  drugs  and 
medications  necessary  to  sustain  life.     The  law  does  not  differentiate 
among  clinical  settings  in  which  life-sustaining  drugs  may  be  used  or 
prescribed  by  the  physician.     The  law  does  require  the  use  of  generic 
drugs  when  available  and  appropriate. 

B.  Accordingly,  reimbursement  is  made  to  dispensing  physicians,  to  hospitals, 
and  to  retail  pharmacies  for  the  use  of  covered  drugs  at  home,  in  the 
emergency  room,  outpatient  clinic,  or  inpatient  unit  of  the  hospital. 

C.  For  purposes  of  this  policy,  the  drugs  outlined  in  Paragraph  III  are  con- 
sidered those  medications  necessary  to  sustain  life.     Payment  will  be  made 
only  for  these  listed  or  certified  medications;  however,  if  a  physician 
believes  that  any  included  drugs  are  inadequate  treatment  for  a  diagnosed 
medical  condition,  the  physician  may  request  a  prior  approval  (see 
Paragraph  V) . 

D.  The  General  Relief  Pharmacy  Program  does  require  that  generic  drugs  be 
prescribed  and  dispensed  in  accordance  with  all  applicable  state  laws. 

II.     PATIENT  ELIGIBILITY 

All  individuals  on  General  Relief  who  hold  a  currently  valid  Medical  Assis- 
tance (MA)  Identification  Card  (ID-2)  for  category  04  are  eligible  for  the 
General  Relief  Pharmacy  Program. 

III.     REIMBURSABLE  MEDICATIONS  AND  DURABLE  GOODS 

A.  Medications  given  during  an  inpatient  hospital  stay  or  in  the  emergency 
room  will  be  rei.mbursed  if  certified  by  the  hospital  on  the  invoice  as 
necessary  to  sustain  life  (see  Paragraph  IV) . 

B.  The  list  following  Paragraph  V  includes  drugs  which  will  be  reimbursed 
without  prior  authorization.     Please  note  the  following  qualifications: 

1.     Topical  preparations  (dermatologicals ,  otics,  nasals,  and  the  like) 
are  not  reimbursable,  with  the  exception  of  ophthalmic  medication 
designed  to  be  applied  topically  and  otics  as  designated  in 
Therapeutic  Class  27. 
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2. 


The  different  dosage  forms  (except  topicals)  and  strengths  of  the 
listed  names  are  reimbursable. 


3. 


All  ophthalmological  medications  for  treatment  of  disease  (i.e., 
glaucoma,  bacterial  infection)  will  be  reimbursed. 


IV.  BILLING 

A.  Pharmacies 

The  billing  procedures  for  retail  pharmacies  participating  in  the  General 
Relief  Pharmacy  Program  are  in  accordance  with  the  provisions  of  Massachu 
setts  Public  Assistance  Policy  Manual,  Chapter  VII,  Section  J,  Part  1. 

B.  Hospitals 

Because  the  Department  can  not  pay  for  the  cost  of  hospitalization  for 
General  Relief  recipients,  the  level  of  reimbursement  for  both  inpatient 
and  outpatient  pharmacy  services  is  not  to  exceed  a  specified  percentage 
of  charge  for  covered  medications  as  determined  for  each  hospital  by  the 
Rate  Setting  Commission. 

1.  Outpatient  Clinic  Services 

For  outpatient  clinic  charges,  the  coding  of  covered  services  is 
identical  with  the  retail  pharmacy  billing  requirements  and  the 
billing  is  done  on  an  MA-4  invoice. 

2.  Emergency  Room  Services 

For  emergency  room  services,  medication  billing  is  done  on  the  MA-4 
invoice,  but,  instead  of  a  drug  code,  each  invoice  must  include  the 
following  certification:  "Emergency  room,  life-sustaining  drugs  only. 

3.  Inpatient  Services 

For  inpatient  claims,  medication  billings  are  done  on  the  MA-4,  but, 
instead  of  a  drug  code,  each  invoice  must  include  the  following 
certification:  "Inpatient,  life-sustaining  drugs  only." 

C.  Physicians 

Dispensing  physicians  billing  for  life-sustaining  drugs  must  use  code 
140001  and  bill  on  an  MA-7  at  cost  to  the  physician. 
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V.     PRIOR  APPROVAL 

A.  The  only  drugs  considered  for  prior  approval  are  those  used  in  the  treat- 
ment of  a  medical  condition  which  may  result  in  long  term  functional 
impairment  or  immediate  pain  and  suffering  if  left  untreated. 

B.  Generally,  the  physician  submits  a  written  request  documenting  the 
medical  need  to:  Prior  Approval  Unit — Drugs,  600  Washington  Street, 
Room  740,  Boston,  MA  02111.     In  the  case  of  an  emergency  condition,  a 
physician  may  call  (617)  727-6090.     A    telephone  approval  may  be  given, 
to  be  followed  by  written  documentation  from  the  physician. 
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REIMBURSABLE  THERAPEUTIC  CLASSES  OF  DRUGS 
FOR  GENERAL  RELIEF  RECIPIENTS  (CATEGORY  04) 


*CA 

— 

Anti-neoplastic  Agents 

*39 

— 

Anti-alcoholic 

*0P 

— 

Ophthalmic  Preparations 

*48 

— 

Anti-convulsant  (including 

*04 

Antispasmo  Anticholinerg 

phenobarbital ,  Luminal,  and  Mebaral) 

07 

— 

Major  Tranquilizers 

51 

— 

Corticoids  Plain  and  Injectable 

*08 

Oral  Muscle  Relaxants 

55 

Thyroid  Preparations 

*11 

Psychostimulants 

56 

Anti-thyroid  Preparations 

15 

Bronchial  Dilators 

58 

Diabetic  Therapy 

21 

Broad  Spectrum  Antibiotics 

70 

Rauwolf ias 

22 

Penicillin 

71 

Other  Hypotensives 

24 

Sulfonamides 

72 

Vasodilators  Coronary 

*25 

Antibiotics  Sulfa 

74 

Digitalis  Preparations 

27 

Other  Non-systemic  Antibiotics 

75 

Xanthine  Derivatives 

*28 

Urinary  Antibacterial  Analgesic 

76 

Other  Cardiovascular  Preparations 

*31 

Amebicides  Trichomonas 

77 

Anti-coagulants 

32 

Antimalarials 

78 

Hemostatics 

*33 

Anthelmintics 

79 

Diuretics 

34 

TB  Preparations 

*87 

Electrolytes  and  Miscellaneous 
Nutriments 

*This  therapeutic  class  is  newly  created. 

Minor  tranquilizers  are  not  reimbursable.     These  drugs  have  been  removed  from 
Therapeutic  Class  07  and  are  now  in  Therapeutic  Class  29.     Some  minor  tranquilizers 
are:  chlordiazepoxide  (e.g.,  Librium),  oxazepam  (e.g.,  Serax) ,  diazepam  (e.g., 
Valium),  chlorazepate  (e.g.,  Tranxene) ,  and  chlormezanone  (e.g.,  Trancopal) . 
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CATEGORY  21 
(Cont.  ) 

Tetracycline 

Tetracyn 

Tetrastatin 

Tetrex 

Trobicin 

Unipen 

Vectrin 

Velosef 

Versapen 

Vibramycin 

Garamycin 


CATEGORY  22 
PENICILLINS 

Alpen 

Amcill 

Ampicillin 

Betapen  V-K 

Bicillin 

Cloxacillin 

Compocillin 

Darcil 

Duracillin 

Dynapen 

Geocillin 

G-recillin 

Kesso-pen 

Ledercillin  VK 

Maxipen 

Minocin 

Omnipen 

Pathocil 

Pen-A 

Penapar 

Penbritin 

Penicillin  G,V,VK 

Penicillin  Procaine 


CATEGORY  22 
(Cont. ) 

Pensyn 

Pentids 

Pen-Vee  &  K 

Pfizerpen  &  VK 

Polycillin 

Principen 

Prostaphlin 

Robicillin 

SK- ampicillin 

SK-penicillin 

Staphcillin 

Sugracillin 

Supen 

Syncillin 

Tegopen 

Totacillin 

Trojacillin 

Unipen 

Uticillin  -  VK 

Wycillin 

V-Cillin 

Veracillin 

Versapen 

Veetids 


CATEGORY  24 
SULFONAMIDES 

Azo-Gantanol 
Azo-Gantrisin 
Azo-Sulfa  soxazole 
Azulf idine 
Gantanol 
Gantrisin 
Lipo-Gantrisin 
Neosporin  Irrig. 
Neotrizine 


CATEGORY  24 
(Cont. ) 

Sulf abid 
Sulfadiazine 
Sulfamylon 
Sulf apyr idine 
Sulf asoxizole 
SK-soxazole 
Sulf ose 
Sulla 

Sul-spansion 

Sul-spantab 

Sonilyn 

Thiosulfil  &  A 
Triple  Sulfa 
Trisem 

Trisulf aminic 
Utrasul 
Bactrim 
Septra 


CATEGORY  27 

OTHER  NON- SYSTEMIC 
ANTIBIOTICS 


Albamycin 
Garamycin 
Mycif radin 
Neomycin 
Nilstat 
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CATEGORY  32 
ANTIMALARIALS 

tabrine 
Daraprim 
Kintezol 
Quinine  Sulfate 


CATEGORY  34 

FOR  ACTIVE  TB 

ONLY  TB  PREPARATIONS 

Isoniazid 
Myambutol 
Nydrazid 
Pamisyl 

Para-aminosalicylic 
Seromycin 


CATEGORY  48 


ANTICONVULSANTS 

Celontin 

Dilbid 

Dilantin 

Dipheynlhydantoin 

Gemonil 

Mebroin 

Mesantoin 

Milontin 

Mysoline 

Paradione 

Peganone 

Phelantin 

Primidone 

Tridione 

Zarontin 

Phenytoin 


CATEGORY  51 
CORTICOIDS  PLAIN 

Acthar  Gel 

Alphadrol 

Aristocort 

Betapar 

Celestone 

Cortale 

Cortenama 

Cortisone 

Cortone 

Cortril  Susp. 

Decadrone 

Delta-Cortef 

Delta-Dome 

Deltasone 

Depo-Medrol 

Deronil 

Dexamethasone 

Florinef 

Haldrone 

Hexadrol 

Hydrocortisone 

Hydrocortone 

Kenacort 

Medrol 

Meticorten 

Prednis 

Prednisolone 

Prednisone 

Servisone 

Solu-Cortef 

Stemex 

Sterane 


CATEGORY  55 

THYROID  PREPARATIONS 

Andro-Medicone 

Cytomel 

Euthroid 

L-Thyroxine 

Proloid 

Synthroid 

Thyrar 

Thyrobex 

Thyroid 

Thyrolar 

Vitaroid 

Letter 


CATEGORY  56 

ANTITHYROID  PREPARATIONS 

Potassium  Iodide 
Propylthiouracil 
Tapazole 


CATEGORY  58 
DIABETIC  THERAPY 

DBI 

Diabinese 

Dymelor 

Glucagon 

Insulins 

Meltrol 

Orinase 

Tolinase 
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CATEGORY  70 
RAUWOLFIAS 

Butiserpine 

Harmonyl 

Moderil 

Nembu-Serpin 

Neo-Slowten 

Nitralox 

Raudixin 

Rau-Sed 

Rautensin 

Rauvera 

Rauwiloid 

Rauwolfia  Serpentina 

Reserpine 

Reserpoid 

Sandril 

Serpasil 

Sin.goserp 

Solf o-Serpine 


CATEGORY  71 

OTHER  HYPOTENSIVES 

Aldoclor 

Aldomet 

Aldoril 

Ansolysen 

Apresoline 

Apresoline-Esidrix 

Butiserpazide 

Catapres 

Diupres 

Diutensin 

Dralserp 

Enduronyl  &  Forte 

Esimil 

Eutonyl 

Eutron 

Exna-R 

Generic  Ser-Ap-es 
Hydralazine 
Hydropres 
Hydromox 


CATEGORY  71 
(Cont.  ) 

Inversine 

Ismelin 

Levanil 

Metatensin 

Mio- Pressin 

Naquival 

Oreticyl 

Rautrax 

Rautrax-N 

Rauwiloid  w/Veriloid 

Rauzide 

Regroton 

Renese-R 

Salutesin 

Ser-Ap- Es 

Serpasil-Aprespline 

Serpasil-Esidrix 

Singoserp-Esidrix 

Unitensen 

Vertavis-Phen 

Veratrite 


CATEGORY  72 
VASODILATORS  CORONARY 

Cardilate 

Cartrax 

Corovas 

Duotrate 

Equanitrate 

Inderal 

Isordil 

Isosorbide 

Matamine 

Miltrate 

Nitranitol 

Nitrobid 

Nitroglyn 

Nitroglycerin 

Nitroprn 

Nitrostat 

Nitrospan 

Nitrovas 


CATEGORY  72 
(Cont.  ) 

Persantine 

Pentaerythritol 

Perispan 

Peritrate 

Pentoxylon 

Pentraline 

Pentritol 

SK-Petn 

Sorbitrate 

Vaso  Unicelles 


CATEGORY  74 

DIGITALIS  PREPARATIONS 

Acylanid 

Cedilanid 

Crystodigin 

Davoxin 

Digif ortis 

Digitaline 

Digitalis 

Digitora 

Digitoxin 

Digoxin 

Gitaligin 

Lanoxin 

Pil-digis 

Purodigin 
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CATEGORY  75 
XANTHINE  DERIVATIVES 

CATEGORY  76 
(Cont. ) 

CATEGORY  79 
(Cont. ) 

Aerolate 

Athrombin-K 

Diuril 

Aminodrox 

Coumadin 

Dyazide 

Aminodur 

Danilone 

Dyrenium 

Aminophy 1 1 in 

Dicumarol 

Edecrin 

Amodrine 

Hedulin 

Enduron 

Aqualin 

Miradon 

Esidrix 

Bronkephrine 

Panwarf rin 

Ethamide 

Cardalin 

Sintrom 

Exna 

Cardioquin 

Hydrochlorothiazide 

Elixophyllin 

Hydrodiuril 

Kiophyllin 

CATEGORY  78 

Hygroton 

Luasmin 

HEMOSTATICS 

Hydromox 

Luf yllin 

Lasix 

Neothylline 

Adrenalin 

Mercuhydrin 

Quinaglute 

Adrenosem 

Metahydrin 

Quinidex 

Amicar 

Naqua 

Quinidine 

Mephyton 

Naturetin/  is. 

Quinora 

Synkavite 

Neohydrin 

Slo-Fedrin 

Neptazane 

Slo-Phyllin 

Oratrol 

Somophyllin 

CATEGORY  79 

Oretic 

Theocalcin 

DIURETICS 

Renese 

Theominal 

Saluron 

Theophy-Ephed-PB 

Aldactazide 

Thiomerin 

Theophylline-Elix 

Aldactone 

Zaroxolyn 

Anhydron 

Aqua tag 

CATEGORY  76 

Aquatensin 

OTHER  CARDIOVASCULAR 

Butizide 

PREPARATIONS 

Cardrase 

Chlorthiazide 

Procainamide 

Cyclex 

Pronestyl 

Cytran 

Daranide 

Diamox 

Trans. 
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CATEGORY  87 

ELECTROLYTES  AND  MISCELLANEOUS  NUTRIMENTS 


Medication  Name  Strength 

Kaochlor  Concen.  per  oz.  20% 
Kaochlor-Ef f .  Tabs. 

Kaochlor  Liq.  Oz.  10% 
Kaon  Elixir  per  oz. 
Kaon  Tablets 

Kaon-Cl.  Liquid  per  oz.  20% 

Kaon-Cl.  Tabs. 

Kay  Ciel  Elixir  per  oz. 

Kay  Ciel  Packets  1.5  gm.  20  meq. 

K-Lor  Packets  30  packets  A  gm. 

Klorvess  Efferves.  Tabs. 

Klorvess  Liquid  per  oz.  10% 
K-Lyte  Tablets 
K-Lyte  CI.  Packets 
K-Lyte  CI.  Powder 
Kolyum  Liquid  per  oz. 

Potassium  Chloride  Tab.  5  gr.  5  gr. 

Potassium  Chloride/oz.  10% 
Potassium  Chloride/oz.  20% 
Potassium  Chloride  Ens.  5  gr. 

Potassium  Chloride  Ens.  1  gm. 

Potassium  Chloride  Sol.  5% 
Potassium  Triplex  per  oz. 

Slow-K  Tabs.  600  mg. 
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CATEGORY  100 
ANTINEOPLASTIC  AGENTS 

Adriamycin 

Alkeran 

Atabrine 

Blenoxane 

Cosmegen 

Cytosar 

Cytoxan 

Fluorouracil 

Fudr 

Hydrea 

Leukeran 

Lysodren 

Matulane 

Megace 

Methosorb 

Methotrexate 

Mithracin 

Mustargen 

Oncovin 

Purinethol 

Teslac 

Thio-Tepa 

Thioquanine 

Uracil  Mustard 

Velban 

Vercyte 


CATEGORY  101 
PSYCHOTROPIC  DRUGS 

Adapin 
Akineton 
Artane 
Aventyl 

Chlorpromazine 

Cogentin 

Elavil 

Endep 

Eskalith 

Haldol 

Imipramine 

Kemadrin 

Lithane 

Lithium  Carbonate 

Loxitane 

Marplan 

Mellaril 

Moban 

Nardil 

Navane 

Norpramin 

Parnate 

Permitil 

Pertofrane 

Pipanol 

Presamine 

Proketazine 

Prolixin (s) 

Quide 

Repoise 

Ritalin 

Serentil 

Sinequan 

Sparine 

Stelazine 

Teractan 

Thorazine 

Tindal 

Tofranil  &  PM 
Tremin 

Trihexyphenidyl 
Trilaf on 
Vesprin 
Vivactil 

Also  Covered  Drugs. 
Also  Covered  Antabuse. 
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I.  INTRODUCTION 

The  Department  will  reimburse  for  podiatric  services  essential  for  the 
prevention  and  treatment  of  disease.  It  is  not  the  intent  of  the  pro- 
gram to  provide  cosmetic  or  unnecessary  services. 

II.     PROVIDER  ELIGIBILITY 

A.  In  order  to  participate  in  the  Medical  Assistance  program,  a  provider 
must  be  licensed  to  practice  podiatry  in  the  Commonwealth, 

B.  must  be  in  compliance  with  the  rules  and  regulations  of  the  Massach- 
usetts Bbard  of  Registration  for  Podiatrists,  and 

C.  must  have  agreed  to  conform  to  the  Medical  Assistance  Conditions  of 
Participation  for  Podiatrists. 

III.     GENERAL  PODIATRIC  SERVICES 

A.  Services  Provided 

A  podiatric  visit  consists  of  examination  and  treatment  of  the  feet. 
The  initial  history  and  physical  examination  must  provide  a  compre- 
hensive data  base  which  is  sufficient  to  identify  both  podiatric  and 
general  medical  problems.    Diagnostic  procedures  performed  must  in- 
clude: 

1.  identification  information 

2.  entrance  complaint 

3.  history 

4.  vascular,  orthopedic,  neurologic,  derma tologic,  and  musculoskeletal 
examination 

B.  Number  of  Allowable  Patient  Visits 

1.  Recipients  will  be  allowed  one  office  visit  per  month.  Other 
services  must  be  documented,  including  diagnosis  and  description 
of  treatment  plan,  and  reviewed  by  consultants  appointed  by  the 
Medical  Division  of  the  Department. 

2.  Procedures  for  specific  problems  which  require  surgery  either  in 
the  podiatrist's  office  or  in  a  hospital  are  listed  in  Section  K, 
Part  2,  of  this  Section,  the  Podiatry  fee  schedule. 
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IV.     PODIATRIC  REFERRAL  RESPONSIBILITY  IN  A  CLINIC,  OFFICE,  OR  HOSPITAL 
OUT-PATIENT  DEPARTMENT 

When,  during  an  examination,  a  podiatrist  discovers  a  debilitating  dis- 
ease (such  as  diabetes  mellitus  or  ischemia  caused  by  circulatory  de- 
ficiency), the  podiatrist  must  refer  the  patient  to  a  physician.  The 
patient's  record  must  include  documented  communication  between  the  phy- 
sician and  podiatrist  relative  to  the  patient's  medical  condition. 

V.     PODIATRIC  CARE  IN  LONG  TERM  CARE  FACILITIES 

A.  Services  provided  in  a  long  term  care  facility  must  minimize  bed 
confinement  and  increase  activity.    A  podiatrist  serving  on  the 
staff  of  a  long  term  care  facility  must  conduct  in-service  education 
seminars  and  advise  the  long  term  care  facility  staff  on  routine 
foot  care. 

B.  During  the  initial  visit,  the  podiatrist  must  evaluate  the  patient 
and  enter  into  the  patient's  medical  record  a  treatment  plan  in- 
cluding the  designation  of  the  person(s)  responsible  for  implementing 
the  plan  of  care. 

C.  Cleaning  and  bathing  of  feet  and  routine  nail  trimming  is  not  reim- 
bursable and  must  be  done  by  the  long  term  care  facility  staff. 

D.  The  Department  will  reimburse  a  podiatrist  for  the  following  procedures 
performed  only  when  the  foot  is  diseased  or  when  a  long  term  care 
facility  patient  has  a  specific  complaint: 

1.  reduction  of  nails,  corns,  and  callouses  when  non-professional 
care  would  constitute  a  hazard  to  the  patient 

2.  treatment  of  acute  infection  (e.g.  extreme  bursitis) 

E.  Prior  approval  from  the  Medical  Division  before  performing  other 
services  to  long  term  care  facility  patients. 

VI.     APPLIANCES  AND  SHOES 

A.     Payment  for  orthotic  shoes  and  appliances  will  be  made  on  an  Individual 
Consideration  (IC)  basis.    A  request  must  describe  the  podiatric  con- 
dition which  justifies  the  need.    The  request  must  include: 
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1.  diagnosis 

2.  type  of  orthotic  materials  necessary 

3.  laboratory  fee 

4.  a  photograph  or  x-ray  of  the  foot  to  be  treated 

B.    Special  shoes  will  be  reimbursable  only  for  those  patients  with  an 
anatomical  deformity  of  the  foot  which  cannot  be  fitted  to  a  stock 


VII.     PRIOR  APPROVAL 

A.  Prior  approval  must  first  be  obtained  from  the  Medical  Division  at 
Central  Office: 

1.  before  some  direct  care  to  nursing  home  patients  (see  item  IV) 
is  provided, 

2.  before  most  laboratory  tests  (see  item  IX)  are  ordered  or 
provided,  and 

3.  for  those  procedures  in  the  fee  schedule  designated  as  prior 
approval . 

B.  To  obtain  prior  approval,  a  signed  statement  by  the  podiatrist, 
including  diagnosis  and  treatment  plan  must  be  sent  to: 


The  Department  of  Public  Welfare 
Medical  Assistance  Division,  Room  6ll 
600  Washington  Street 
Boston,  MA  02111 
ATTN:     Podiatry  Services 


VIII.  X-RAYS 

A.  X-rays  will  be  reimbursed  only  when  needed  for  diagnosis.  Routine 
foot  care  does  not  warrant  the  use  of  x-rays. 

B.  X-ray  equipment  must  meet  all  standards  required  by  the  Department 
of  Public  Health. 

IX.     LABORATORY  SERVICES 

A.    A  podiatrist  may  order  or  perform  laboratory  services  only  for  non- 
systemic  problems  directly  associated  with  foot  care  (i.e.,  culture 
and  sensitivity  for  bacteria  and  fungi).    In  the  event  that  a  systemic 
disease  is  suspected  by  a  podiatrist,  referral  to  a  physician  for 
examination  is  mandatory. 


shoe. 
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B.    All  laboratory  tests  except  the  following  which  may  be  routinely 
administered  in  the  podiatrist's  office  require  prior  approval: 

ls     tests  during  routine  patient  examination  where  indicated: 

blood  sugar  and  uric  acid 
2.     tests  for  presurgery  where  indicated:    WBC,  hemoglobin, 

hematocrit,  blood  sugar,  and  urinary  sugar. 

X.  SANCTIONS 

A.  In  order  to  maintain  the  integrity  of  the  program,  the  Medical  Division 
has  established  a  sanction  procedure.    Action  may  be  taken  against 
providers  who  abuse  the  rules  and  regulations  of  the  Medical  Assis- 
tance program.    The  action  may  range  from  a  personal  conference  to 
suspension  from  participation  in  the  Medical  Assistance  program. 

B.  Por  complete  information  regarding  Department  Sanctions,  see  Chapter 
VII,  Section  A,  Part  2. 
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PODIATRY  SERVICES  FEE  SCHEDULE 


Service 

Code  Service  Description 


Allowable 
Fee 


1 .  Visits 

181803  Initial  office  visit:     initial  comprehensive  history,  $  15.00 

examination  (physical  and  laboratory) ,  and  complete 
evaluation  including  initiation  of  diagnosis,  and 
treatment  to  include  management,  patient  advice, 
counseling,  and  podiatric  health  assessment.  This 
visit  shall  also  include  necessary  treatment  for 
relief  of  symptoms  and  complaints,  new  patient  only 

181802      Limited  visit:     history,  examination,  and  treatment  of  the  8.00 
feet.     Treatment  may  include  removal  of  excresences, 
palliative  prophylactic  onychial  care  ,  and  electroburring 

181804  Extended  visit:     a  visit  is  extended  when  in  addition  to  the  10.00 

services  provided  in  a  limited  visit  any  of  the  following 
services  are  provided:     the  application  of  flexible  adhesive 
casting,  minor  modifications  to  shoes,   electric  modality 
physiotherapy,   and  other  comparable  procedures 

18180  1      Follow-up  visit:     a  follow-up  visit  is  a  return  for  a  specific  A. 00 

diagnosis  in  which  a  brief  procedure  is  performed,   such  as 
dressing  change,   debridement,   or  injection 

Hospital  visit:     examination  and  treatment  of  the  feet  in  a 
licensed  hospital 

181806  first  recipient  10.00 

181807  successive  recipients,   same  day  5.00 

Resident  visit:     examination  and  treatment  of  the  feet  in 
the  recipient's  residence 

181808  first  recipient  10.00 

181809  successive  recipients,   same  day  5.00 
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Service 
Code 


181810 
181811 

181812 


180003 

180006 
180017 

180020 

180022 

180044 


180060 


Service  Description 

Nursing  home  visit:     examination  and  treatment  of  the  feet 
in  a  licensed  nursing  home,  convalescent  home,  charitable 
home  for  the  aged,  or  rest  home 

first  recipient 

successive  recipients,  same  day 

Visit  to  recipient  living  more  than  ten  miles  one  way 
from  podiatrist's  place  of  business,  and  no  podiatrist 
practicing  in  the  community  in  which  the  recipient  lives 

2 .     Surgery  and  Special  Procedures 

INTEGUMENTARY  SYSTEM 

Skin,  Mucous  Membrane,   Subcutaneous  and  Areolar  Tissues 

Incision 

Drainage  of  small  subcutaneous  abscess 
(not  specified  elsewhere) 

Drainage  of  furuncle,  steatoma,  or  sebaceous  cyst 

Drainage  of  onychia  or  paronychia  with  or  without 
complete  or  partial  evulsion  of  nail 

Incision  and  removal  of  foreign  body,  subcutaneous 
tissue,  simple 

Incision  and  drainage  of  hematoma,  simple 

Excision  and  debridement 

Debridement  and  dressing  for  vascular  ulcers,  inpatient, 
following  minor  surgery  only 

Excision  and  simple  closure 

Biopsy  of  skin  or  subcutaneous  tissue   (I. P.)* 


Allowable 
Fee 


$  7.00 
4.00 

11.00 


16.00 

16.00 
16.00 

16.00 

16.00 

16.00 


16.00 


independent  procedure. 

Trans,  by  MA  Letter  224 


< 


Chapter  VII 


Massachusetts  Public  Assistance  Policy  Manual  Rev.  10/15/80 


MEDICAL  CARE  PLAN 
PODIATRY  SERVICES 


Section  K 
Part  2 
Page  3 


Service  Allowable 
Code  Service  Description  Fee  

180065  Excision  of  sinus  of  skin  and  subcutaneous  tissues  $  27.00 

Benign  lesions 

180070  Local  excision  of  small  benign  neoplastic,  cicatricial,  27.00 

inflammatory,  or  congenital  lesion,  one  with  suture 
closure 

180073  Scissor  or  sharp  excision  of  lesion,  without  suturing  16.00 

180080  Wide  excision  of  lesion,  without  graft  or  plastic  27.00 

closure 

180081  with  graft  or  plastic  closure  54.00 
180083          Excision  of  lesions  of  unusual  size  or  number  54.00 

Other  excisions 

180140  Excision  of  nail,  nail  bed,  or  nail  fold,  partial  27.00 

180141  complete  43.00 
Repair,   simple:     suture  of  wounds  or  injury 

180180  Primary,  simple  27.00 

Exclusion  and/or  repair,  rearrangement  of  tissue 
180231  Z-plasty  (rearrangement  and  suturing  of  adjacent  tissues)  43.00 

Destruction 

180410  Cauterization  or  fulguration  of  local  lesion,  16.00 

electrosurgical  destruction  of  local  lesion,  single 

180411  up  to  five  27.00 

180412  more  than  five  32.00 
180435          Cryotumorectomy  (C02»liquid  nitrogen,  etc.)  21.00 
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Service 
Code 


180570 

180573 
180583 
180588 

180610 
180617 

180642 
180643 
180644 
180645 


Service  Description 


Bone  lesions 


Allowable 
Fee 


MUSCULOSKELETAL  SYSTEM 


Bones 


180673 


Excision  of  bone  cyst,  chondroma  or  exostosis, 
tarsal  or  metatarsal 

phalanges  (toes) 

Excision  of  calcaneal  spur,  unilateral 

Excision  of  calcaneal  spur,  bilateral 

Osteotomy 

Phalangectomy 

Excision  of  accessory  scaphoid,  other  bone 
Partial  ostectomy 

Bunion  operation,   simple,  unilateral 
simple,  bilateral 

radical,   unilateral   (Keller,  McBride) 

radical,  bilateral 

Partial  ostectomy;  partial  excision  of  bone;  craterization , 
guttering,  or  saucerization  of  bone;  diaphysectomy 

Lesser  bones,   lower  extremities 


$134.00 

107.00 
134.00 
134.00 

107.00 
I.C. ** 

134.00 
214.00 
214.00 
321 .00 


107.00 


^Individual  consideration, 
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Service 
Code 


180702 


180706 


180859 

181135 
181170 
181171 
181175 
181176 
181177 
181180 
181181 
181182 

181188 
181189 
181190 


Service  Description 

Introduction 

Insertion  of  wire  (Kirschner  wire)  or  pin 
(Steinmann's  pin) 

Removal  of  buried  wire,  pin,  screw,  metal  band,  rod, 
nail,  or  plate,  superficial 

Osteotomy 

Lesser  bones 

Fractures 

Tibia,  malleolus,  simple,  closed  reduction 
Tarsal,  one  or  more,  no  reduction 

closed  reduction 
Metatarsal,  one  or  more,  no  reduction 

closed  reduction 

open  reduction 
Fracture,  great  toe,  without  reduction 

closed  reduction 

open  reduction,  with  or  without  internal  or  external 
skeletal  fixation 

Toes,  phalanges,  multiple,  closed  reduction 

multiple,  open  reduction 

closed  with  external  fixation 


Allowable 
Fee 


$  32.00 


27.00 


107.00 

80.00 
43.00 
70.00 
43.00 
54.00 

160.00 
16.00 
27.00 

107.00 

54.00 
107.00 
75.00 
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Service  Allowable 
Code  Service  Description  Fee  

Joints 

Capsulotomy:     cutting  or  division  of  joint  capsule 
181237  Other  joints  of  lower  extremity  (I. P.)*  I.C.** 

Arthrocentesis  and  introduction 

181240         Arthrocentesis  for  septic  joint  $  16.00 

  maximum  48.00 

181245  Nonspecific  injection,  anesthetic  or  steroids,  11.00 

following  injury  (old  and  new) 

Arthroplasty 

181339          Acetubuloplasty ,   toe,  one  or  more  joints  160.00 

181341             other  joints  of  lower  extremity  160.00 
Arthrodesis,  other  joints 

181401  Stabilization  of  joint  by  bone  block,  hammer  toe,  one  134.00 

181402  more  than  one  182.00 
Bunion  operation  (see  Service  Codes  180642  through  180645) 

181408          Hallux  rigidus,  repair  of  one  160.00 

181410  Foot,   triple  arthrodesis,  unilateral  321.00 

181411  bilateral  535.00 


^Independent  procedure. 
**Individual  consideration. 
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Service  Allowable 

Code          Service  Description  Fee  

Dislocations 

181536          Tarsal,  one  bone,  simple,  closed  reduction  $  86.00 

181546          Metatarsal,  one  bone,  simple,  closed  reduction  16.00 

181548             simple  or  compound,  open  reduction  134.00 

181550         Metatarsal,  more  than  one,  closed  27.00 

181552          Toe,  one,  simple,  closed  reduction  18.00 

181554             simple  or  compound,  open  reduction  134.00 

181556          Toe,  more  than  one,  closed  reduction  16.00 

Bursae 

Incision 

181570          Drainage  of  infected  bursa  43.00 
Excision 

181588  Excision,  bursa  of  heel  107.00 

181589  Not  otherwise  classified  I.C.** 

Tendons,  Tendon  Sheaths,  and  Fascia 

Incision 
Fasciotomy 

181662          Plantar  fasciotomy,   single  sole,   subcutaneous,  blind  70.00 

181664          Incision  of  tendon  sheath  for  stenosing  tenosynovitis,  107.00 
including  freeing  of  tendons  or  removal  of  foreign 
body 

**Individual  consideration. 
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Service  Allowable 
Code  Service  Description  Fee  

Tenotomy 

181665  Tenotomy,  single  digit,  subcutaneous  $  16.00 

181666  multiple  digits  27.00 
Excision 

181680  Excision  of  lesion  of  tendon  or  fibrous  sheath,  64.00 

including  ganglion,  digits  only 

181681  in  other  locations  107.00 
Tenoplasty 

181766  Lengthening  or  shortening  tendon  241.00 

Secondary  extensor 

181817  Extensor  tendon  repair,  more  than  one  (foot)  134.00 

Tenodesis 

181825  Lengthening  or  shortening  of  Achilles  tendon,  241.00 

unilateral  only 

Extremities 

Incision 


181832  Drainage  of  felon  32.00 

Supernumerary 

181897  Amputation  of  supernumerary  digits,   foot  134.00 
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Service 
Code 


81950 
81952 
81955 

81956 

81962 
81963 
81967 

81972 
81973 

81989 
81992 

181816 


Service  Description 

Casting  and  Strapping:     Lower  Extremities 

Casts 

Short  leg  (below  knee  to  toes)   (I. P.)* 
Walking  or  ambulatory  type  (I. P.)* 

Club  foot  cast  with  molding  or  manipulation,  unilateral 
(I. P.)* 

bilateral  (I. P.)* 
Splints 

Molded  plaster  splint  to  leg,  short,  under  age  10 
over  age  10 

Application  of  Denis  Browne  splint 
Strapping 

Sprains,  ankle  strapping 

Unna  boot 
Removal  or  repair 

Removal  of  plaster  cast,  extremity 
Surgical  assistant  (with  operative  report) 
3 .     Unlisted  Procedures 

Procedures  not  otherwise  listed.     Where  applicable,  other 
regulations  of  the  Rate  Setting  Commission  shall  serve 
as  the  basis  for  payment 


Allowable 
Fee 


$  27.00 
37.00 
43.00 

54.00 

37.00 
37.00 
13.00 

11.00 
16.00 

11.00 

i.e.** 
i.e.** 


*Independent  procedure. 
**Individual  consideration. 
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Service  Allowable 
Code  Service  Description  Fee  


4 .     Special  Shoes 

181819      Prescriptions  for  space  shoes  and  custom-made  shoes  require  I.C. 
prior  authorization  from  the  Department  of  Public  Welfare 
and  are  limited  to  recipients  with  anatomical  deformity 
that  cannot  be  accommodated  by  standard  shoes  (with  report  only) 


5 .     Podiatric  X-Ray  Schedule 

187323      Foot  and  toes,  routine  study  $  16.00 

187326  Os  calcis  (heel),  routine  study  16.00 

187327  Foot  and  ankle,  routine  study  27.00 

187328  Comparison  study  of  any  of  the  above  at  same  sitting  9.00 
189005      Other  I.C.** 


**Individual  consideration. 
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CHIROPRACTIC  SERVICES 


Chiropractors 


A  chiropractor  is  a  person  who  lawfully  practices  chiropractic.    In  this  state, 
he  must  apply  to  the  Board  of  Registration  of  Chiropractors  for  a  certificate  to 
practice  chiropractic  which,  when  approved,  entitles  him  to  practice  as  a  "regis- 
tered chiropractor", 

"Chiropractic"  is  defined  in  the  law  as  "the  science  of  locating,  and  removing 
interference  with  the  transmission  or  expression  of  nerve  force  in  the  human  body, 
by  the  correction  of  misalignments  or  subluxations  of  the  bony  articulation  and 
adjacent  structures,  raor*i  especially  those  of  the  vertebra  column  and  pelvis,  for 
the  purpose  of  restoring  and  maintaining  health". 

The  services  of  a  chiropractor  are  limited  to  the  areas  stated  in  the  definition. 
The  practice  shall  exclude  operative  surgery,  prescriptions  (including  drugs  and 
appliances),  use  of  drugs  or  medic?nes,  the  practice  of  obstetrics,  the  treatment 
of  infections,  diseases,  and  internal  eliminations  whether  or  not  diagnostic  in- 
struments are  used,  except  that  the  X-r^.y  and  analytical  instruments  may  be  used 
solely  for  the  purpose  of  chiropractic  examinations. 

The  bill  for  services  shall  contain  sufficient  information  to  identify  the  recipient, 
a  statement  of  the  treatment  provided,  and  the  registration  number  of  the  chiroprac- 
tor. 
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CHIROPRACTORS 


Procedure 
Code  

155501 

155502 

155503 

155504 


Routine  Office  Visit 

Home  or  Nursing  Home  Visit 

Each  additional  patient  seen 
during  home  or  nursing  home 
visit 

Initial  Patient  Visit  (Office 
visit  including  a  consultation, 
case  history  and  examination) 
with  Report  Only 


Allowable 
Fee  * 

$  7.00  per  visit 

9.00  per  visit 

7.00  per  visit 


13.00  per  visit 


Or  the  eligible  provider's  usual  fee  or  charge,  whichever  is  less. 
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CHIROPRACTIC  X-RAY  SCHEDULE 


Proc^d-irs  Allowable 


Code 

Pee 

159001 

Cervical  Spine,  minimum  two  views 

$18.00 

159002 

Cervical  Spine,  minimum  four  views 

26.00 

159003 

Dorsal  Spine,  minimum  two  views 

18.00 

159004 

Lumbar  Spine,  minimum  two  views 

20.00 

159005 

Pelvis  and  Hip  Joints 

15.00 

159006 

Lumbar  Spine  and  Plain  Pelvis 

22.00 

159007 

Sacroiliac  Study,  minimum  two  views 

20.00 

159008 

Pull  Spine  Study,  minimum  two  views 

37.00 

159009 

Shoulder  Girdle 

12.00 

159010 

Skull  Complete,  minimum  five  views 

32.00 

159011 

Ribs,  three  views,  unilateral 

20.00 

159012 

Chest,  Lung  and  Heart,  minimum  two  views 

15.00 

159013 

Abdomen,  flat  film 

13.00 

*0r  the  eligible  provider's  usual  fee  or  charge,  whichever  is  less. 
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I.  INTRODUCTION 

The  Department  of  Public  Welfare  seeks  to  purchase  comprehensive  mental  health 
care  for  its  Medical  Assistance  (MA)  clients.    Mental  health  services  are  es- 
sential to  some  Medical  Assistance  recipients.    The  Department  reimburses 
eligible  providers  for  a  wide  range  of  mental  health  services.    The  Medical 
Assistance  Division  encourages  the  use  of  community  based  mental  health  pro- 
viders.    If  a  mental  health  problem  is  treated  early,  an  acute  or  long  term 
illness  involving  the  patient's  separation  from  family  and  community  and  re- 
quiring expensive  long  term  treatment  or  hospitalization  may  be  avoided. 


II.   GENERAL  DESCRIPTION  OF  MENTAL  HEALTH  SERVICES 


The  Department's  mental  health  services  may  be  v'ewed  as  a  continuum  ranging 
from  community  based  mental  health  service  to  more  expensive    inpatient  ser- 
vices.   The  following  is  a  general  description  of  the  mental  health  services 
reimbursed  by  Medical  Assistance.     For  a  more  detailed  description  of  each 
mental  health  service,  please  refer  to  the  other  parts  of  Section  M  cited 
below. 


Psychotherapy  provided  by  a  psychiatrist  in  his/her  office  is  the  only  mental 
health  service  reimbursable  for  General  Relief  recipients.    The  following  men- 
tal health  services  are  not  reimbursable  when  provided  to  General  Relief  re- 
cipients:   psychological  testing  services,  mental  health  clinic  services, 
psychiatric  day  treatment,  and  inpatient /outpatient  hospital  services. 


A.    Mental  Health  Clinic  Services 


1.     It  is  appropriate  to  refer  a  person  to  a  mental  health  clinic  when 
(s)he  is  no  longer  able  to  maintain  his  level  of  functioning  and 
must  seek  professional  help.    The  person  may  have  had  a  recent  emo- 
tional crisis  and  is  unable  to  function  at  his  job,  school,  or  at 
home.    The  individual,  however,  does  not  have  such  a  serious  problem 
that  it  would  cause  him  to  be  harmful  to  himself  or  others. 

2.  Mental  health  clinic  services  may  be  provided  by  Medical  Assistance 
approved 

(a)  free  standing  mental  health  clinics, 

(b)  mental  health  programs  in  neighborhood  health  centers,  or 

(c)  out-patient  departments  of  Medical  Assistance  approved  psychia- 
tric hospitals  or  Medical  Assistance  approved  general  hospitals. 

3.  Mental  health  clinic  services  provided  by  the  following  professionals 
are  reimbursable  in  a  Free  Standing  Mental  Health  Clinic  or  Neigh- 
borhood Health  Center: 


(a)  psychiatrists, 

(b)  psychologists, 

(c)  psychiatric  social  workers, 

(d)  psychiatric  nurses, 

(e)  counselors  (with  a  Master's  degree  or  Ph.D)  ,  or 

(f)  occupational  therapists. 
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4.  Free-standing  mental  health  clinic  or  neighborhood  health  center  ser- 
vices include: 

(a)  diagnosis  and  evaluation 

(b)  individual  therapy 

(c)  group  therapy 

(d)  family  therapy 

(e)  case  consultation 

(f)  medication 

5.  For  further  information  about  the  different  types  of  mental  health 
clinics,  conditions  for  reimbursement,  fee  schedule  and  billing  in- 
structions, see  Chapter  VII,  Section  M,  Part  2. 

B.     Licensed  Mental  Health  Practitioners 

1.  A  person  may  be  referred  to  a  licensed  mental  health  practitioner  for 
the  same  reasons  (s)he  may  be  referred  to  a  mental  health  clinic. 
Licensed  medical  practitioners  provide  a  more  specialized  type  of  men- 
tal health  treatment  without  the  same  degree  of  comprehensiveness  and 
other  support  services  available  in  mental  health  clinics. 

2.  Licensed  mental  health  practitioners  approved  for  Medical  Assistance 
reimbursement  are: 

(a)  psychiatrists  who  are  licensed  to  practice  medicine  in  Massachusetts 
and  who  spend  most  of  their  time  treating  persons  with  mental  health 
problems.     Psychiatrists  may  provide  the  following  services: 


(1)  evaluation 

(2)  individual,  family,  group  therapy 

(3)  consultation 

For  further  information  about  the  conditions  for  reimbursement, 
fee  schedules,  and  billing  instructions  for  psychiatrists,  see  the 
Medicaid  Fee  Schedule,  Physicians  and  Dentists, 
(b)  psychologists  who  are  licensed  to  practice  psychology  in  Massachu- 
setts,    Psychologists  may  provide  only  psychological  testing.  Some 
psychological  tests  may  also  be  done  by  unlicensed  psychologists 
if  they  meet  the  qualifications  outlined  in  the  Department's  Guide- 
lines for  Psychological  Testing.     See  Section  M,  Part  6. 
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C.  Psychiatric  Day  Treatment  Center  Services 

1.  It  is  often  appropriate  to  refer  a  person  requiring  the  structured 
milieu  of  in-patient  hospitalization  to  a  psychiatric  day  treatment 
center.     Since  a  psychiatric  day  treatment  center  does  not  provide 
overnight  care,  the  patient  must  have  a  suitable  place  to  live  while 
attending  a  psychiatric  day  treatment  program.     A  psychiatric  day 
treatment  service  is  not  a  substitute  for  24-hour  care  when  a  patient 
is  actively  suicidal,  homicidal,  or  too  disoriented  to  live  with 
family  or  friends  and  travel  to  a  day  program. 

2.  Psychiatric  day  treatment  services  are  provided  by  Medical  Assistance 
approved  hospital  based  clinic3  or  free  standing  clinics  with  a  night 
hospital  psychiatric  unit  as  a  back-up  service.    Medical  Assistance 
approved  psychiatric  day  treatment  centers  may  not  operate  overnight. 

3.  Psychiatric  day  treatment  centers  offer  a  range  of  goal  oriented  ther- 
apeutic day  activities.     Each  patient  has  a  treatment  plan  with  a 
schedule  of  daily  activities.    All  psychiatric  day  treatment  programs 
are  staffed  with  an  interdisciplinary  team  of  mental  health  profes- 
sionals. 

4.  Further  description  of  psychiatric  day  treatment  services,  and  reim- 
bursement mechanisms  may  be  found  in  Section  M,  Part  3* 

D.  In-Patient  Psychiatric  Services 

1.  When  a  psychiatric  patient  requires  24-hour  management  because  (s)he  may 
be  harmful  to  himself  or  others,  in-patient  psychiatric  services  may  be 
appropriate. 

2.  In-patient  psychiatric  hospitalization  may  be  reimbursed  by  the  Depart- 
ment in: 

a.  a  Medical  Assistance  certified  public  psychiatric  hospital  limited 
to  those  over  65  years  of  age 

b.  a  licensed  and  certified  general  hospital  without  or  with  a  psy- 
chiatric in-patient  unit,  regardless  of  the  patient's  age 

3.  The  services  of  an  in-patient  psychiatric  unit  must  include  individual 
therapy,  group  work,  other  milieu  activities  and  24-hour  observation 
provided  by  a  multidisciplinary  team. 
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I.     INTRODUCTION:     FREE-STANDING  MENTAL  HEALTH  CENTERS 


A.  Background 

In  June,  1971,  Guidelines  were  adopted  for  Psychiatric  Clinics  and  re- 
vised in  June,  197A  and  June,  1975. 


B.    Description  of  the  Program 

Mental  health  clinic  services  are  an  essential  part  of  a  comprehensive 
medical  program.     These  services  are  instrumental  in  identifying,  under- 
standing and  treating  mental  health  problems.     The  staff  of  both  the 
clinic  and  the  Welfare  Department  must  work  actively  to  promote  the  ut- 
most degree  of  interagency  cooperation.    Participation  in  the  program 
carries  with  it  the  responsibility  to  give  careful  and  thorough  consid- 
eration to  all  referrals  from  Welfare  Department  personnel.  Clinics 
that  engage  in  a  consistent  pattern  of  discrimination  against  accept- 
ance of  certain  kinds  of  patients,  especially  difficult  or  demanding 
patients,  will  be  subject  to  review  and  possible  termination  from  the 
program. 

The  Welfare  Department  requires  that  a  written  medical  report,  using 
the  Department's  standard  forms,  be  submitted  whenever  a  patient  is  seen 
by  a  mental  health  clinic.    The  forms  shall  contain  the  following  infor 
mat ion: 


(a) 

The  relevant  characteristics  of  the  patient 

(On  Form  MHS  - 

1) 

(b) 

Why  the  patient  is  coming  to  the  clinic 

(MHS  - 

1) 

(c) 

What  the  patient's  problems  are 

(MHS  - 

2) 

(d) 

What  the  clinic  intends  to  do  for  the  patient 

(MHS  - 

3) 

(e) 

What  the  clinic  has  done  for  the  patient 

(MHS  - 

4)  and 

(f) 

How  effective  the  treatment  has  been 

(MHS  - 

5) 

The  information  on  these  forms  will  enable  the  Department  to  evaluate 
the  cost-effectiveness  of  services  by  mental  health  clinics.     (This  re 
porting  system  was  developed  in  conjunction  with  a  task  force  repre- 
senting mental  health  clinics.) 

II.     SERVICES  COVERED 


Available  services  will  vary  from  clinic  to  clinic.    All  of  the  following 
services  are  covered  by  this  program  if  they  are  provided  by  clinics  serv- 
ing the  client's  community: 

(a)  Crisis  intervention,  emergency  services,  and  short  term  therapy. 

(b)  Case  consultation  with  other  agencies  also  serving  the  client, 
when  the  client  has  been  accepted  for  treatment  by  the  clinic. 
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(c)  Social  evaluation,  psychological  testing,  and  psychiatric  diagnosis. 

(d)  Individual  therapy,  group  therapy,  family  therapy,  couples  therapy. 

(e)  Psychotherapy,  medication,  counseling,  or  behavior  modification. 

(f)  Therapeutically  indicated  home  visits  and  services  in  any  other  lo- 
cation in  the  community. 

(g)  After-care,  such  as  work  with  patients  discharged  from  State  Mental 
Institutions  which  enables  them  to  remain  in  the  community. 


III.     PROVIDER  ELIGIBILITY 

A.  Free-Standing  Mental  Health  Clinics 

Only  free-standing  mental  health  clinics  may  be  approved  under  this  pro- 
gram.    Free-standing  mental  health  clinics  are  those  which  are  not  af- 
filiated with  or  administratively  controlled  by  a  hospital.     In  order  to 
be  approved,  free  standing  mental  health  clinics  must: 

1.  Be  licensed  or  be  in  partnership  with  the  Department  of  Mental  Health. 

2.  Be  in  compliance  with  the  Guidelines  for  Psychiatric  Clinics  that 
have  been  adopted  by  the  Department  at  the  time  of  application,  and 

3.  have  signed  a  provider  agreement  with  the  Department. 

B.  Neighborhood  Health  Centers 

Neighborhood  Health  Centers  with  Mental  Health  Programs  approved  by  the 
Department  may  bill  for  services  in  the  same  way  as  the  Free-standing 
Mental  Health  Clinics.     A  list  of  Neighborhood  Health  Centers  with  ap- 
proved Mental  Health  Programs  appears  in  Part  2,   Item  VIII  of  this  secticn. 
Neighborhood  Health  Centers  without  an  approved  Mental  Health  Program  can 
still  bill  for  the  services  of  a  psychiatrist  at  the  standard  Neighbor- 
hood Health  Center  visit  rate  (see  section  D  of  this  Chapter), 

IV.     PROCEDURE  FOR  PRIOR  APPROVALS 

Clinics  must  keep  records  in  a  manner  consistent  with  the  reporting  re- 
quirement of  the  Department.     Treatment  up  to  twelve  (12)  sessions  in  a  cal- 
endar year  does  not  require  prior  approval.    All  sessions  beyond  twelve  (12) 
in  a  year  do  require  prior  approval  (A  session  is  defined  as  a  line  item  on 
the  bill).     Requests  for  prior  approval  must  be  completed  using  the  MA-11  form. 
The  following  attachments  must  be  sent  with  the  MA-11  to:     Department  of  Public 
Welfare,  Medical  Division,  Mental  Health  Clinic  Program,  Room  611,  600  Washing- 
ton Street,  Boston,  Mass.  02111. 

A.     When  treatment  is  going  beyond  the  twelfth  session,  send  MA-11  and  attach 


copies  of: 
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(a)  MHS-1:  Client  Data  Base 

(b)  MHS-2:  Problem  List 

(c)  MHS-3:  Goal  Oriented  Treatment  Plan 

(d)  MHS-4:  Treatment  Log 

B.  When  treatment  must  be  requested  a  second  or  third  time,   send  the 
completed  MA-11  form  and  attach  copies  of: 

(a)  MHS-4:  Treatment  Log 

(b)  MHS-5:  Goal  Oriented  Record  Up-date  Form 

C.  When  treatment  is  terminated  at  or  before  the  twelfth  session  or  if 
twelve  months  have  elapsed  since  the  beginning  of  treatment  and  less 
than  twelve  sessions  have  been  provided,   send  copies  of: 

(a)  MHS-1:  Client  Data  Base 

(b)  MHS-2:  Problem  List 

(c)  MHS-3:  Goal  Oriented  Treatment  Plan  (Optional  -  send  only  if 
this  form  was  used  and  is  part  of  the  Patient's  record.) 

(d)  MHS-4:  Treatment  Log 

D.  Confidentiality  of  Patient  Records 

The  patient  name  and  Medical  Assistance  cardholder  number  should  not 
appear  on  the  forms  submitted  to  the  Department  for  approval.  The 
forms  will  be  identified  by  a  client  case  number  which  only  the  clinic 
can  match  with  the  patient's  name  and  cardholder  number.    After  a 
decision  has  been  rendered,  the  MA-11  form  will  be  returned  to  the 
clinic,  the  client  case  number  erased,  and  the  patient's  name  and 
cardholder  number  entered.     The  completed  MA-11  form  will  then  be 
sent  back  to:     The  Department  of  Public  Welfare,  Medical  Division, 
Mental  Health  Clinic  Program,  Room  611,   600  Washington  St.,  Boston, 
MA  02111. 

V.       BILLING  PROCEDURES 

A.  Free-standing  mental  health  clinics  and  Neighborhood  Health  Centers  with 
Mental  Health  Programs  must  use  the  MA-8  form  in  billing  the  Department 
for  services  under  this  program. 

B.  Each  group  therapy  session  with  participating  Medical  Assistance  clients 
must  be  reported  in  each  record  and  credited  as  one  session  for  each  pa- 
tient for  prior  approval  purposes,  and  billed  on  an  MA-8  invoice  in  the 
respective  patients'  names  and  cardholder  numbers. 

C.  Billing  must  be  done  in  conformity  with  billing  instructions,  prior  ap- 
proval instructions,  Conditions  of  Participation  Guidelines  for  Psychi- 
atric Clinics,  and  Rate  Setting  Regulations  for  mental  health  clinics. 
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These  documents  may  be  obtained  from  the  Department  of  Public  Welfare, 
Medical  Division,  7th  Floor,  600  Washington  Street,  Boston,  MA  02111. 

D.     Clinics  may  assess  a  fee  from  patients  when  therapeutically  indicated. 

Patient  paid  amounts  and  other  third-party  reimbursement  must  be  deducted 
from  the  amount  billed  the  Department  prior  to  submitting  bills  to  the 
Department. 

VI.     FREE-STANDING  MENTAL  HEALTH  CENTERS:     FEE  SCHEDULE 

The  maximum  allowable  fees  for  mental  health  services  provided  by  certified 
free-standing  mental  health  centers  are  listed  below. 

Rates  of  payment  for  services  not  listed  or  for  services  performed  in  excep- 
tional circumstances  shall  be  determined  on  an  individual  consideration  (I.C.) 
basis  by  the  Department,  upon  receipt  of  a  bill  that  describes  the  services. 
The  determination  of  the  rate  of  payment  shall  be  in  accordance  with  the 
following  criteria:     the  time  required  to  furnish  the  service;  the  degree  of 
skill  required  for  the  service;  the  severity  and/or  complexity  of  the  recip- 
ient's disorder  or  disability;  the  policies,  procedures,  and  practices  of 
other  third-party  purchasers  of  care;  and  such  other  standards  and  criteria 
as  may  be  adopted  from  time  to  time  by  the  Massachusetts  Rate  Setting 
Commission. 

Service  Allowable 


Code* 

Service  Description 

Fee 

134050 

Diagnostic  services  (maximum  four  sessions, 
four  units  maximum  per  session) 

$  18.00 
unit 

per 

30 

min . 

134010 

Individual  therapy  (two  units  maximum 
per  session) 

18.00 
unit 

per 

30 

min. 

134020 

Couple  or  family  therapy  (four  units 
maximum  per  session) 

18.00 
unit 

per 

30 

min. 

134030 

Case  consultation  (two  units  maximum 
per  session) 

18.00 
unit 

per 

30 

min. 

134040 

Group  therapy  (rate  for  one  recipient; 
six  recipients  maximum  per  session; 
one  unit  maximum  per  session) 

12.00 
unit 

per 

90 

min. 

*N0TE:     Prior  approval  is  required  after  26  sessions  of  treatment.     The  period 
of  treatment  (26  sessions)  may  be  made  up  of  only  four  sessions  of 
diagnostic  services,  and  any  portion  of  individual,  family  and  group 
therapy,  case  consultation,  and  psychological  testing. 
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Service  Allowable 
Code*         Service  Description  Fee  

134064       Aftercare/medication  visit  (for  prescription,  $     6.00  per  10  min. 

review,  and  monitoring  of  medication  by  a 
psychiatrist;  or  administration  of  prescribed 
medication  by  a  qualified  nurse) 


131221        Vocational  interest  evaluation  (normally 
including,  but  not  limited  to,  the  Strong 
Campbell  Interest  Inventory  or  the  Kuder 
Preference  Record) 


22.50 


131222        Educational  achievement  testing  (normally 
including,  but  not  limited  to,  the  Jastak 
Wide  Range  or  the  Peabody  Individual 
Achievement  Tests) 


30.00 


131223        Intelligence  testing  only  (including  either 
the  Wechsler  Intelligence  Scales  or  the 
Stanf ord-Binet  Intelligence  Scale,  which 
must  be  individually  administered) 


60.00 


131224  Personality  evaluation  (including  at  least:  120.00 
two  or  more  of  the  following  types  of  tests 

or  their  age-appropriate  equivalents  — 
Rorschach,  TAT-Thematic  Apperception  Test, 
TED-Tasks  of  Emotional  Development,  MMPI- 
Minnesota  Multi-phasic  Personality  Inventory; 
and  one  or  more  types  of  tests  from  the  following 
group,  normally  including,  but  not  limited  to, 
figure  drawing,  Bender -Gestalt,  or  word 
association) 

131225  Intellectual  and  personality  evaluation  180.00 
(including,  but  not  limited  to,  the  tests 

listed  under  Service  Codes  131223  and  131224) 


*N0TE:     Prior  approval  is  required  after  26  sessions  of  treatment.     The  period 
of  treatment  (26  sessions)  may  be  made  up  of  only  four  sessions  of 
diagnostic  services,  and  any  portion  of  individual,  family  and  group 
therapy,  case  consultation,  and  psychological  testing. 
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Service 
Code* 

131226 


131227 


131250 


Service  Description 

Assessment  of  brain  damage  (normally 
including,  but  not  limited  to,  the 
Wechsler  Intelligence  Scales  and 
standardized  tests  of  memory  such  as 
the  Wechsler  Memory  Scale  and  the  Benton 
Visual  Retention  Test) 

Neuropsychological  examination  (assessment 
of  brain  damage  including  the  Halstead- 
Reitan  or  Luria -Nebraska  Neuropsychological 
Battery  or  other  battery  of  comparable 
scope  or  intensity) 

Unlisted  service  (including  such  services 
as  abbreviated  or  "quick"  intelligence  tests 
or  a  separately  administered  Rorschach  test) 


Allowable 
Fee  

$120.00 


I.C. 


I.C. 


*N0TE :     Prior  approval  is  required  after  26  sessions  of  treatment.     The  period 
of  treatment  (26  sessions)  may  be  made  up  of  only  four  sessions  of 
diagnostic  services,  and  any  portion  of  individual,  family  and  group 
therapy,  case  consultation,  and  psychological  testing. 
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VII      Certified  Fr ee-Standing  Mental  Health  Centers 


NAME 

LOCATION 

Eff.  Date 

Attleboro  Mental  Health  Center 

Attleboro 

10/11/74 

Beaver  brook  Guidance  Center 

Belmont 

05/01/74 

Family  Counseling  and  Guidance  Center,  Inc. 

Boston 

12/04/74 

Judge  Baker  Guidance  Center 

Boston 

01/01/75 

Language  and  Cognitive  Development  Center 

Boston 

07/01/74 

Putnam  Children's  Center 

Bos  ton 

01/01/75 

Douglas  Thorn  Clinic 

Boston 

01/01/75 

East  Bos ton-Winthrop  Clinic 

Boston  (East) 

06/13/74 

Laboure  Center 

Boston  (South) 

05/01/74 

Brighton-Allston  Mental  Health  Center 

Brighton 

10/10/74 

Brookline  Mental  Health  Center 

Brookline 

05/08/74 

Human  Resource  Institute 

Brookline 

05/11/75 

Cambridge  Guidance  Center 

Cambridge 

05/01/74 

Eliot  Clinic 

Concord 

05/01/74 

Martha's  Vineyard  Mental  Health  Clinic 

Edgar town 

10/10/74 

Greater  Fall  River  Mental  Health  Center 

Fall  River 

05/01/74 

North  Central  Mental  Health  Center 

Fitchburg 

05/01/74 

Youth  Guidance  of  Greater  Framingham 

Framingham 

05/30/74 

Trinity  Mental  Health  Center 

Framingham 

05/01/74 

The  Cape  Ann  Children  and  Family  Center 

Gloucester 

05/01/74 

Franklin  County  Mental  Health 

Greenfield 

05/08/74 

South  Shore  Counseling  Assoc.,  Inc. 

Hanover 

06/01/74 
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Cape  Cod  Mental  Health  Center 

Hyannis 

01/03/75 

Greater  Lawrence  Guidance  Center 

South  Lawrence 

05/08/74 

Mystic  Valley  Mental  Health  Center 

Lexington 

05/01/74 

Blackstone  Valley  Adult  Counseling  Service 

L  inwood 

05/08/75 

Tri-City  Mental  Health  Center 

Maiden 

05/01/74 

Marlborough  Mental  Health  Clinic 

Marlborough 

05/01/74 

Eastern  Middlesex  Guidance  Center 

Melrose 

07/15/74 

Nantucket  Counseling 

Nantucket 

02/13/75 

New  Bedford  Area  Center  for  Human  Services 

New  Bedford 

05/01/74 

Charles  River  Counseling 

Newton 

03/27/75 

Newton  Mental  Health  Center 

Newtonville 

05/16/74 

Northern  Berkshire  Counseling  Center 

North  Adams 

09/23/74 

Leslie  B.  Cutler  Clinic 

Norwood 

05/01/74 

Berkshire  Mental  Health  Clinic 

Pittsf ield 

05/01/74 

Cape  Cod  Mental  Health  Center 

Pocasset 

01/03/75 

Plymouth  Area  Mental  Health  Center 

Plymouth 

03/14/75 

South  Shore  Mental  Health  Center 

Quincy 

05/01/74 

Revere  Community  Mental  Health  Center 

Revere 

12/23/74 

North  Shore  Mental  Health  Center 

Salem 

05/16/74 

David  Moriarty  Clinic 

Shrewsbury 

04/10/75 

Women's  Mental  Health  Collective  Inc. 

Somerville 

01/24/75 
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NAME 

LOCATION 

Eff.  Date 

Child  Guidance  of  Springfield 

Springfield 

09/18/74 

Community  Care  of  Springfield 

Springfield 

10/22/74 

Hampden  District  Mental  Health  Center, 

Inc. 

Springfield 

01/24/75 

Young  Adult  Program 

Springfield 

10/22/74 

Osborn  Clinic 

Springfield  (West) 

06/12/75 

Welles ley  Human  Relations  Service 

Wellesley  Hills 

07/15/75 

Westfield  Child  Guidance  Center 

Westfield 

05/01/74 

Worcester  Youth  Guidance  Center 

Worcester 

05/16/74 

VIII  Neighborhood  Health  Centers  With 

Approved  Mental  Health  Prog 

rams 

The  following  list  of  Neighborhood  Health  Centers  with  approved  mental 
health  programs  is  arranged  alphabetically  by  location. 

NAME 

LOCATION 

EFF.  DATE 

South  End  Community  Health  Center 

Boston 

04/16/75 

Columbia  Point  Neighborhood  Health  Center 

Dorchester 

07/1/75 

Great  Brook  Valley  Health  Center  and 

Worcester 

11/25/74 

Social  Services 
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Chapter  VII 


MENTAL  HEALTH  SERVICES 


I.       INTRODUCTION  -  PSYCHIATRIC  DAY  TREATMENT  CENTERS 

In  October,  1974,   the  Medical  Division  adopted  Conditions  of  Participation 
for  Psychiatric  Day  Treatment  Centers  (see  Section  W).     Psychiatric  Day 
Treatment  Centers  are  an  alternative  to  inpatient  hospitalization  for  men- 
tally ill  persons.    Many  persons  can  be  discharged  from  an  inpatient  psychi- 
atric unit  to  a  psychiatric  day  treatment  center  to  shorten  the  hospital 
length  of  stay.     Persons  living  in  the  community  whose  mental  illness  would 
require  hospitalization,  if  no  other  facilities  were  available,  can  be 
treated  at  a  psychiatric  day  treatment  center  to  prevent  hospitalization  or 
rehospitalization. 

Patients  at  a  psychiatric  day  treatment  center  must  have  a  suitable  place  to 
live  in  the  community  to  prevent  the  need  for  overnight  care  while  attending 
the  day  treatment  program.    A  psychiatric  day  treatment  center  is  not  a  sub- 
stitute for  24-hour  hospitalization  when  a  patient  is  suicidal,  homicidal, 
or  too  disoriented  to  live  in  the  community  and  travel  to  the  center. 

The  objective  of  a  psychiatric  day  treatment  service  is  to  stabilize  the 
patient's  emotional  condition  and  provide  treatment  which  will  restore  the 
patient  to  a  level  of  independent  functioning. 

II      DESCRIPTION  OF  SERVICES 

A.  Psychiatric  day  treatment  centers  provide  a  psychiatric  treatment  milieu 
with  a  range  of  goal  oriented  therapeutic  day  activities.    The  type  and 
intensity  of  treatment  methods  depend  upon  the  needs  of  the  patients 
served  by  the  facility.     Each  patient  has  a  treatment  plan  with  a  schedule 
of  daily  activities  approved  by  the  Medical  Director  and  Program  Director 
of  the  center.     Daily  attendance  and  treatment  plan  will  vary  from  patient 
to  patient.    Most  patients  initially  attend  a  psychiatric  day  treatment 
center's  program  for  a  full  day  or  half  day  several  days  a  week.    As  the 
patient's  condition  improves,  attendance  decreases.    Following  discharge, 
a  patient  will  usually  attend  an  aftercare  or  alumni  group  at  the  center 

or  be  transferred  to  a  community  based,  free  standing  mental  health  clinic. 
Some  patients  who  have  a  history  of  mental  illness  may  require  treatment 
at  a  psychiatric  day  treatment  center  periodically  over  a  period  of  years. 

B.  The  following  are  some  of  the  therapeutic  activities  found  at  most  psy- 


chiatric day  treatment  centers: 

(a)  small  group  therapy  sessions 

(b)  community  meetings 

(c)  goal  oriented  social,  recreational  and  work  groups 

(d)  individual  therapy 
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(e)  vocational  counseling 

(f)  milieu  activities  such  as  food  preparation  and  field  trips 

(g)  family  meetings 

(h)  aftercare  and  alumni  groups 


C.     All  Medical  Assistance  approved  psychiatric  day  treatment  centers  must 
have  a  multi-discipline  professional  staff  who  have  had  experience  in  a 
mental  health  inpatient  or  outpatient  program.     The  minimum  required  staff 
includes  a  psychiatrist  as  the  Medical  Director,  a  master's  level  social 
worker,  a  registered  nurse,  an  occupational  or  vocational  rehabilitation 
counselor,  and  a  mental  health  aide. 


III.     PROVIDER  ELIGIBILITY 


Medical  Assistance  approved  psychiatric  day  treatment  centers  may  be  part  of  a 
hospital  or  may  be  a  free  standing  clinic.     They  may  operate  during  the  day  or 
evening  hours  but  not  overnight.     All  Medical  Assistance  approved  psychiatric 
day  treatment  centers  must  have  a  transfer  agreement  with  a  hospital  for  emer- 
gency and  inpatient  psychiatric  services.     To  be  eligible  for  Medical  Assist- 
ance payments,  a  psychiatric  day  treatment  center  must: 

(a)  be  licensed  by  the  Department  of  Public  Health  or  be  in  partnership  with 
the  Department  of  Mental  Health, 

(b)  be  in  compliance  with  the  Department's  Conditions  of  Participation  for 
Psychiatric  Day  Treatment  Centers,  and 

(c)  sign  a  provider  agreement  with  the  Medical  Assistance  Division  of  the  De- 
partment . 


IV.     APPROVAL  FOR  CONTINUING  TREATMENT 


A.     Treatment  up  to  30  attendance  days  in  a  calendar  year  does  not  require  ap- 
proval by  the  Department.     An  attendance  day  is  defined  as  a  full  day, 
half  day,  or  aftercare  visit  billed  to  the  Department. 

When  treatment  is  terminated  at  or  before  the  30  attendance  days  or  if  12 
months  have  elapsed  since  the  beginning  of  treatment  and  less  than  30  at- 
tendance days  have  been  billed,  copies  of  the  following  forms  must  be  sub- 
mitted to  the  Medical  Assistance  Division  (see  address  below) : 


(a)  PDTC  -  1:  Client  Data  Base 

(b)  PDTC  -  2:  Problem  List 

(c)  PDTC  -  3:  Treatment  Plan  (if  no  treatment  plan  was  made,  explain) 

(d)  PDTC  -  4:  Attendance  Log 


• 
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B.     Approval  for  payment  beyond  30  attendance  days  is  required  by  the  Depart- 
ment, and  must  be  granted  before  payments  will  be  made.     The  request  for 
approval  should  include  prior  approval  form  (MA-11)  and  the  PDTC  forms 
listed  below.     The  request  is  made  to  the  Department  of  Public  Welfare, 
Medical  Assistance  Division,  Mental  Health  Unit,  600  Washington  Street, 
Room  611,  Boston,  Mass.  02111.     Approval  for  continuing  treatment  will 
stipulate  the  duration  of  payment  before  the  next  request  is  due.  The 
information  on  the  forms  will  enable  the  Department  to  evaluate  the  goals 
of  treatment  and  need  for  continuing  treatment.     A  copy  of  the  forms 
should  be  kept  in  the  patient's  record  for  clinical  use. 


1.     When  treatment  is  going  beyond  30  attendance  days,  send  MA-11  and 
attach  copies  of: 


(a) 

PDTC 

-  1: 

Client  Data  Base 

(b) 

PDTC 

-  2: 

Problem  List 

(c) 

PDTC 

-  3: 

Treatment  Plan 

(d) 

PDTC 

-  4: 

Attendance  Log 

2.     When  continuing  treatment  is  requested  a  second  or  more  times,  send 
completed  MA-11  form  and  attach  copies  of: 


(a)  PDTC  -  4:     Attendance  Log 

(b)  PDTC  -  5:     Up-Date  Form 


C.     The  patient  name  and  Medical  Assistance  cardholder  number  should  not  ap- 
pear on  the  forms  submitted  to  the  Department  for  approval.     The  forms 
will  be  identified  by  a  client  case  number  which  only  the  clinic  can 
match  with  the  patient's  name  and  cardholder  number.     After  a  decision 
has  been  rendered,  the  MA-11  form  will  be  returned  to  the  clinic,  the 
client  case  number  erased,  and  the  patient's  name  and  cardholder  number 
entered.     The  completed  MA-11  form  will  then  be  sent  back  to:     The  Depart- 
ment of  Public  Welfare,  Medical  Division,  Room  611,  600  Washington  Street, 
Boston,  Mass.  *02111. 


V.     BILLING  PROCEDURES 


A.  Psychiatric  day  treatment  centers  must  bill  the  Department  for  psychiatric 
day  treatment  services  on  the  general  invoice  (MA-10)  form. 

B.  Billable  psychiatric  day  treatment  services  are  those  rendered  directly  to 
a  patient  of  the  center.     Encounters  with  patient's  family,  friends  or  re- 
lated agencies  [where/in  which]  the  patient  is  not  present  cannot  be  billed. 
Billable  services  are: 

(a)     a  full  day  session  with  patient  of  at  least  six  (6)  hours  dura- 
tion   (Service  Code:  134501) 
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(b)  a  half  day  session  with  patient  of  at  least  three  (3)  hours  du- 
ration   (Service  Code:  134502) 

(c)  an  aftercare  visit  with  alumnus  of  at  least  one  and  one-half 
(1  1/2)  hours  duration    (Service  Code:  134503) 

C.     Billing  must  be  done  in  conformity  with  billing  instructions  and  prior 
approval  instructions  of  the  Medical  Assistance  Division  of  the  Depart- 
ment of  Public  Welfare  and  in  compliance  with  the  rates  established  by 
the  Rate  Setting  Commission  for  the  psychiatric  day  treatment  center. 
Other  third  party  reimbursement  must  be  sought  prior  to  submitting  bills 
to  the  Department.    Other  third  party  reimbursement  and  any  patient  paid 
amounts  must  be  deducted  from  the  amount  billed  the  Department. 
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Service 
Code 

121221 


121222 


121223 


121224 


121225 


PSYCHOLOGICAL  TESTING 
FEE  SCHEDULE 


Allowable 
Fee  

$  22.50 


Service  Description 

Vocational  interest  evaluation 
(normally  including,  but  not  limited 
to,  the  Strong  Campbell  Interest 
Inventory  or  the  Kuder  Preference 
Record) 

Educational  achievement  testing  30.00 
(normally  including,  but  not  limited 
to,  the  Jastak  Wide  Range  or  the 
Peabody  Individual  Achievement  Tests) 

Intelligence  testing  only  (including  60.00 
either  the  Wechsler  Intelligence 
Scales  or  the  Stanf ord-Binet 
Intelligence  Scale,  which  must  be 
individually  administered) 

Personality  evaluation  (including  120.00 
at  least:     two  or  more  of  the 
following  types  of  tests  or  their 
age-appropriate  equivalents  —  Rorschach, 
TAT-Thematic  Apperception  Test,  TED- 
Tasks  of  Emotional  Development,  MMPI- 
Minnesota  Multi-phasic  Personality 
Inventory;  and  one  or  more  types  of 
tests  from  the  following  group, 
normally  including,  but  not  limited  to, 
figure  drawing,  Bender-Gestalt ,  or 
word  association) 

Intellectual  and  personality  evalua-  180.00 
tion  (including,  but  not  limited  to, 
the  tests  listed  under  Service  Codes 
121223  and  121224) 


Eligible  Provider 
Classif  ications 
(see  Part  6,  Page  1) 

1,  2,  3,  4 


1,  2,  3,  4 


1,  2,  3,  4 


1,  2 


1,  2 
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Service 
Code 

121226 


121250 


Service  Description 

Assessment  of  brain  damage  (normally 
including,  but  not  limited  to,  the 
Wechsler  Intelligence  Scales  and 
standardized  tests  of  memory  such  as 
the  Wechsler  Memory  Scale  and  the 
Benton  Visual  Retention  Test) 

Unlisted  service  (including  such 
services  as  abbreviated  or  "quick" 
intelligence  tests  or  a  separately 
administered  Rorschach  test) 


Allowable 
Fee  

$120.00 


I.C.* 


Eligible  Provider 
Classif  ications 
(see  Part  6,  Page  1) 

1,  2 


*Rates  of  payment  for  services  not  listed  or  for  services  performed  in  exceptional 
circumstances  shall  be  determined  on  an  individual  consideration  (I.C.)  basis  by 
the  Department,  upon  receipt  of  a  report  that  describes  the  services.  The 
determination  of  the  rate  of  payment  shall  be  in  accordance  with  the  following 
criteria:     the  time  required  to  furnish  the  service;  the  degree  of  skill  required 
for  the  service;  the  severity  or  complexity  of  the  recipient's  disorder  or 
disability;  the  policies,  procedures,  and  practices  of  other  third-party 
purchasers  of  care;  prevailing  professional  ethics  and  accepted  practice;  and 
such  other  standards  and  criteria  as  may  be  adopted  from  time  to  time  by  the 
Massachusetts  Rate  Setting  Commission  or  the  Department.     In  no  event  shall  a 
provider  bill  or  be  paid  in  excess  of  the  provider's  usual  charge  for  the  service 
furnished  to  patients  other  than  publicly  aided  individuals,  nor  shall  the  maximum 
fee  exceed  $30.00  per  hour. 
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Objectives 


The  provision  of  basic  laboratory  services  is  essential  for  the  diagnosis,  treatment, 
prevention,  and  detection  of  disease  and  the  maintenance  of  health.    The  program  will 
not  reimburse  non-essential  or  experimental  laboratory  services  or  procedures  performed 
for  teaching  purposes.    Tests  ordered  and  done  must  constitute  a  significant  service, 
be  based  on  demonstrated  medical  need,  and  potentially  contribute  to  appropriateness 
of  patient  care. 

Referral  Sources 

Laboratory  services  may  be  provided  only  at  the  written  request  of  a  doctor  of 
medicine,  dentist,  or  other  persons  authorized  under  Massachusetts  laws. 


The  following  regulations  and  rates  of  payment  shall  not  apply  for  clinical  labor- 
atory services: 

1.  Where  the  service  is  provided  in  a  state  institution  by  a 
state -employed  physician,  dentist,  or  consultant. 

2.  Where  the  service  is  provided  by  a  physician  or  dentist  who 

is  on  salary  from  the  hospital  and/or  affiliated  medical  school. 

3.  Where  the  physician  or  dentist  does  not  customarily  bill  private 
patients  under  comparable  circumstances. 

Eligible  Providers 

Clinical  laboratory  services  may  only  be  supplied  by  the  following  types  of 
laboratories: 

1.  Certified  Independent  Laboratories  in  Massachusetts  listed  in  Part  3  of 
this  Section. 

2.  Laboratories  which  are  operated  by  or  under  the  supervision 
of  accredited  hospitals  and  meet  the  Department's  Conditions 
of  Participation  for  Laboratory  Services. 

3.  Laboratory  services  rendered  by  a  physician  or  dentist  in  his 
office  with  the  following  limitations:    (a)  the  physician  or 
dentist  is  registered  to  practice  in  Massachusetts  or  in  the 
jurisdiction  where  service  is  provided;    (b)  services  shall  be 
limited  to  those  which  are  rendered  during  the  course  of  detection, 
diagnosis  or  treatment  on  his  own  patients  or  as  an  integral  part 
of  direct  consultation  services. 


Exclusions 
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Guidelines  to  Fee  Schedule 

Only  work  done  by  a  Public  Health  certified  laboratory  will  be  reimbursed  by  the 
Department  -  Physicians,  sending  samples  to  a  certified  laboratory,  must  include 
the  following  information  with  the  specimen: 

a«    The  client's  Medicaid  Identification  Number 

b.  The  client's  suffix  number  which  appears  on  his  Medicaid  Eligibility  Card 

c.  The  physician's  Bureau  of  Narcotic  and  Dangerous  Drugs  (BNDD)  number 

Any  physician  who  bills  the  Department  for  laboratory  services  provided  outside  of 
his  office  will  not  be  reimbursed. 

1.  Allowable  Charges 

The  established  fee  schedule  shall  apply  to  clinical  laboratory  services  in  the 
following  situations: 

a.  Where  a  physician  or  dentist  performs  a  laboratory  test  and  bills  directly  - 
Services  rendered  by  a  registered  physician  or  dentist  who  bills  the  Welfare 
Department  for  clinical  laboratory  procedures  performed  by  him  or  by  an 
agent  under  his  direct  supervision  in  his  place  of  private  practice. 

b.  Where  an  independent  laboratory  performs  a  laboratory  test  and  bills 
directly  -  Services  rendered  by  a  Public  Health  certified,  independent 
laboratory  in  Massachusetts  which  bills  for  authorized  services  rendered 
to  a  patient  eligible  for  Medical  Assistance. 

With  respect  to  the  above  situations,  the  rates  of  payment  under  this  regulation  are 
full  compensation  for  clinical  laboratory  services  rendered  to  eligible  Medical 
Assistance  patients,  as  well  as  for  any  related  administrative  or  supervisory  duties 
in  connection  with  clinical  laboratory  services,  without  regard  to  where  the  service 
is  rendered. 

2.  Rates 

The  rates  of  payment  for  authorized  laboratory  services  to  which  these  regulations 
and  fees  apply  shall  be  the  lower  of: 

a.    The  eligible  provider's  usual  charge  to  patients  other  than  publicly  aided 
patients;  or 
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1 .  Allowable  Charges 

The  established  fees  in  the  fee  schedule  shall  apply  to  clinical 
laboratory  services  in  the  following  situations: 

a.  Where  a  physician  or  dentist  performs  a  laboratory  test  and  bills 
directly  -  Services  rendered  by  a  registered  physician  or  dentist 
who  bills  the  Welfare  Department  for  clinical  laboratory  procedures 
performed  by  him  or  by  an  agent  under  his  direct  supervision  in  his 
place  of  private  practice. 

b.  Where  an  independent  laboratory  performs  a  laboratory  test  and 
bills  directly  -  Services  rendered  by  a  certified,  independent  lab- 
oratory in  Massachusetts  which  bills  for  authorized  services  rendered 
to  a  patient  eligible  for  Medical  Assistance. 

\ Where  a  certified,  independent  laboratory  performs  a  laboratory 
test,  but  bills  (indirectly)  through  a  physician  or  dentist  - 
Services  rendered  by  a  certified,  independent  laboratory  which 
bills  the  registered  physician  or  dentist  to  whom  the  results  of 
the  test(s)  have  been  sent,  and  the  registered  physician  or  dentist 
bills  the  Department  for  laboratory  services  performed  at  his 
direction  by  the  laboratory;  provided  that  bills  submitted  and  pay- 
ments made  pursuant  to  subparagraphs  a,  b  and  c  above  shall 
conform  to,  or  be  less  than,  the  rates  of  payment  and  requirements 
specified  in  Parts  1  and  2  of  this  Section.    The  physician/dentist  shall 
not  be  reimbursed  unless  a  copy  .of  the  laboratory  bill  is  attached. 
TfaL  fUySi  C  ,a-y\  '5  W  tJ'.C^l   fro\Jid"*~  ftuv-xb^  . 
With  respect  to  the  above  situations,  the  rates  of  payment  under  this  regulation 
are  full  compensation  for  clinical  laboratory  services  rendered  to  eligible 
Medical  Assistance  patients,  as  well  as  for  any  related  administrative  or  super- 
visory duties  in  connection  with  clinical  laboratory  services,  without  regard  to 
where  the  service  is  rendered. 

2.  Rates 

Rates  of  payment  for  authorized  laboratory  services  to  which  these 
regulations  and  fees  apply  shall  be  the  lower  of: 

a.     The  eligible  provider's  usual  charge  to  patients  other  than 
publicly  aided  patients;  or 
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b.  The  schedule  of  maximum  allowable  fees  listed  in  Part  2;  or 

c.  With  respect  to  Allowable  Charges,  payment  to  the  registered  physician 
or  dentist  (who  bills)  shall  not  exceed  the  actual  charge  of  the 
independent  laboratory  to  the  physician  or  dentist  for  the  test(s) 
performed,  except  when  Procedure  Code  101099  applies.    A  copy  of 

the  independent  laboratory's  charge  to  the  physician  or  dentist 
(who  bills)  shall  be  submitted  with  the  physician's  or  dentist's 
bill  to  the  Welfare  Department. 

3.  Payment  for  Non-Listed  Procedures 

Allowable  fees  for  clinical  laboratory  procedures  not  listed  on  the 
fee  schedule  are  I.C.  (Individual  Consideration)  items,  payments  for 
which  shall  be  in  accordance  with  item  4.  below.    (See  procedure  code 
101100.) 

4.  Individual  Consideration 

Laboratory  procedures  designated  "I.C."  indicate  that  a  charge  of  an 
eligible  provider  of  laboratory  services  for  a  procedure  designated 
I.C.  will  be  given  individual  consideration.    The  Regional  Medical  Unit 
shall  review  and  recommend  a  fee  based  upon  the  report  of  services 
rendered.    Determination  of  appropriate  payments  for  procedures 
designated  I.C.  shall  be  in  accordance  with  the  standards  and  criteria 
established  by  the  Rate  Setting  Commission. 

In  no  event  shall  a  bill  from  an  eligible  laboratory  be  paid  in  excess 
of  the  laboratory's  usual  charge  for  the  service (s)  rendered  to  non- 
welfare  patients. 

5.  With  Report  Only 

In  all  cases  when  the  phrase  "With  Report  Only"  appears,  the  bills  are 
to  be  accompanied  by  a  brief  report  of  the  test(s)  performed  and  the 
eligible  laboratory's  usual  charge(s). 

6.  Profile  -  With  Report  Only 

The  phrase  "Profile  -  With  Report  Only"  designates  "panel"  or  "profile" 
tests  which  as  used  means  certain  multiple  tests  performed  on  a  single 
specimen.    These  are  distinguished  from  single  or  multiple  test(s) 
performed  on  an  "individual",  "immediate",  or  "stat"  (emergency)  reporting 
basis.    Profile  tests  shall  be  processed  as  I.C.  (Individual  Consideration)) 
i  terns . 
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7.     Specimen  Collection  and  Preparation 

No  supplemental  charge  shall  be  submitted  nor  payment  allowed  for  routine 
specimen  collection  and  preparation  for  clinical  laboratory  analysis  (and 
activities  related  thereto),  e.g.  venipunctures,  urine,  fecal  and  sputum 
samples,  Pap  test,  culturing,  swabbing  and  scraping  for  removal  of  tissue. 

A  physician  or  dentist  who,  in  addition  to  collecting  a  specimen  for  lab- 
oratory analysis  by  an  independent  or  hospital  laboratory,  performs  the 
additional  functions  of  (a)  centrifuging  the  specimen,  and  (b)  mailing 
the  centrifuged  specimen  to  a  laboratory  for  analysis  shall  be  allowed 
a  fee  of  one  dollar  ($1)  per  patient  specimen  centrifuged  and  mailed, 
regardless  of  the  number  of  tests  to  be  performed  on  the  centrifuged 
specimen.     (See  Procedure  Code  101099.) 


For  general  billing  and  payment  procedures  see  Section  A  of  the  Medical  Care  Plan. 

Direct  billing  by  certified  out-of-state  laboratories  is  not  permitted;  however, 
the  laboratory  may  bill  the  referring  physician,  who  will  bill  the  Department 
according  to  Item  I.e. 

Fees  for  laboratory  services  are  limited  to  the  established  fees  listed  in 
this  Section. 

Bills  submitted  for  services  must  represent  completed  laboratory  services  act- 
ually provided.    Included  on    the  bill  shall  be  the  patient's  name  and  other 
identification,  type  of  services,  date(s)  where  and  when  rendered,  and  pres- 
erver's name  and  other  identification.    Where  called  for,  services  shall  be 
accurately  and  specifically  defined. 

Hospital  laboratories  may  not  submit  a  separate  bill  when  clinical  laboratory 
services  are  included  in  an  all-inclusive  hospital  rate  for    inpatient  services. 
Hospital  laboratories  providing  services  to      inpatients  shall  bill  according 
to  applicable  fee  schedules  established  by  the  Massachusetts  Rate  Setting 
Commission,  or  the  certified  rate  in  another  state,  whichever  is  lower. 

General  Relief  Coverage 

Laboratory  services  are  reimbursable  when  provided  to  Medical  Assistance  and 
General  Relief  recipients  in  physicians'  offices,  Neighborhood  Health  Centers, 
and  Independent  Laboratories. 

Laboratory  services  are  not  reimbursable  when  provided  to  General  Relief  recip- 
ients in  a  hospital. 


Billing, 
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The  maxiffum  allowable  rates  shall  be  as  follows:    (See  Guidelines  to  Fee 
Schedule,  Part  1,  Page  2  of  Section  N) 

Service  Allowable 

Code  Proced'ore  Description  Fee*  

101201  Ac©tone?  Qual.  (urine  or  serum)  I  2.00 

101202  Acetone,  Quant,  (blood)  10. 00 

101001  Acid  Fast  Smear  5.00 
101116                   Addis  Count  (Quant.  Sediment  Analysis)  10. 0( 

101203  Agar  Plate  (Sweat  Electrolyte)  3.00 

101002  Agglutination  Febrile  per  Panel  10.00 

101204  Albumin  Quant.  (Esbach)  serum  or  urine  U»^r 

101205  Alcohol,  Blood  (Bthanol)  10.00 

101206  Aldolase  8.00 

101207  Aldosterone,  plasma  50.00 

101208  Alpha  -  1  Antitrypsin  10.00 
101219                   Alpha  -  1  Fetoprotein  10.00 

101210  Amino  Acids  8.00 

101211  Ammonia,  Nitrogen  (blood  or  urine)  8.00 
101213  Anmiotic  Fluid ,  ( Spectrophotometry )  Test  5.00 
1012L4  Amylase  (diatase,  urine)  5.00 
101215                   Antibody  Thyreoglobulin  6.00 

*  Or  the  laboratory's  usual  fee,  or  charge,  whichever  is  less. 
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Service  Allowable 

Code  Procedure  Description  Fee* 

101117  Antinuclear  Antibodies,  Fluorescent  (FAN A)  $10.00 

101003  Antistreptolysin  Titer  (ASOT)  5.00 

101216  Arsenic  (Quant.)  12.00 

101217  Ascorbic  Acid  (Vitamin  C)  6.00 

101004  Australian  Antigen  10.00 
1012 IB  Bence-Jones  Protein  (Heat  test)  4.00 

101219  Bile  4-00 

101220  Bilirubin,  Total  or  Direct  +  Total  5.00 

101118  Bleeding  Time  5*00 

101221  Bromide  5.00 

101222  Bromsulphalein  (BSP)  5.00 
101400  Buccal  Smear  Chromosomal  Sex  Det.  (BARR)  6.00 
101100  C-Reaotive  Protein  (CRP)  Quant.  5.00 

101223  Calcium,  Quant,  (serum  or  urine)  5*00 

101224  Calculi  Analysis  10.00 

101225  Carbon  Dioxide  (002)  5.00 

101226  Carbon  Monoxide  (Carboxyhemoglobin)  10.00 
101050  Carcinoembryonia  Antigen  Assays  (CEA  Testing)  I.C.«*« 

101227  Carotene  5.00 


*  Or  the  laboratory's  usual  fee,  or  charge,  whichever  is  less. 
»**  Limit  twice  a  year  per  patient. 
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Service  Allowable 

Code  Procedure  Description  Fee* 

101228  Catecholamines,  Fractionated  (urine)  $25.00 

101229  Catecholamines,  Total  (urine)  15*00 

101119  CBC  (Hgb,  Hot,  WBC,  Differential)  6*00 

101120  Cell  Count  2.00 
101000  Centrifuging  +  Mailing  of  Specimen  1.0O** 
101099  Mailing  of  Blood  Lead  Specimen  1,00**** 

101230  Cephalin  Flocculatlon  4*00 

101231  Ceruloplasndn  6*00 

101232  Chloride  (CSF,  Serum,  Urine)  5-00 

101233  Cholesterol,  Total  $.00 

101234  Cholesterol,  Ester  +  Total  8.00 

101235  Chollnesteraae  8.00 

101236  Chorionic  Gonadotropins,  Qual.  5*00 

101237  Chorionic  Gonadotropins  Quant.  15*00 
1014.01  Chromosome  Analysis  (Karyotype)  50.00 

101121  Clotting  Time  (Coagulation)  and  Clot  Retraction  5*00 

101005  Cold  Agglutinin  5*00 

101238  Colloidal  Gold  Sol  5*00 

101006  Colony  Count,  urine  5*00 
101101  Complement  Fixation  10.00 


*  Or  the  laboratory's  usual  fee,  or  charge,  whichever  is  less* 
**  See  item  79  Section  H,  Part  1,  Page  4  Specimen  Collection  and  Preparation. 
****  Send  tot  State  Lead  Poison  Prevention  Program,  305  South  St.,  Jamaica  Plain,  MA 
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Chapter  VII 

MEDICAL  CARE  FLAM 
LABORATORY  SERVICES 
FEE  SCHEDULE 

«  *  4.  m 

Section  N 
Part  2 
Pace  4 

Service 
Code 

Procedure  Description 

a  i.i  ova  Die 
Fee* 

101102 

Coombs  Test 

$  5*00 

101239 

Copper ,  serum 

5*00 

101240 

Copper,  urine 

10.00 

1012a 

Co pro porphyrins 

5.00 

101242 

Corticosteroids  (17.0H) 

10.00 

101243 

Cortisol,  Fluor*  (urine  or  plasma) 

15.00 

101244 

Cortisol,  CFB  (urine  or  plasma) 

17.50 

101245 

Creatine 

6.00 

101246 

Creatine  Phosphokinase  (CJI) 

8.00 

101247 

Creatinine  (serum  or  urine) 

5.00 

101248 

Creatinine  Clearance 

10.00 

101122 

Cross  Match 

3.00 

101249 

Cryoglobulin 

5.00 

101019 

Cultures  (Routine) 

5.00 

101250 

Cyanide,  Qual. 

10.00 

101251 

Cystine  Screening,  Qual* 

5.00 

101007 

Dark  Field  Examination 

7.00 

101252 

Delta  -  Aminolevulinic  Acid 

15*00 

101123 

Differential  (WBC) 

4.00 

101253 

DigitorLn 

17.00 

101254 

Digoxin 

17.00 

f 

*  Or  the  laboratory's  usual  fee,  or  charge,  whichever  is  less. 
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LABORATORY  SERVICES  Part  2 
 FEE  SCHEDULE  PaggJi 

Service  Allowable 

Code  Prooedure  Description  Fee* 

101255  Electrophoresis,  Protein  (serum)  $15.00 

101256  Electrophoresis,  Protein  (CSF,  urine)  20.00 

101257  Electrolyte  Group  (Na,  K,  Chloride,  C02;  16.00 

101124  Eosinophil,  Nasal  smear  3*00 

101125  Eosinophil,  Blood  4.00 

101258  Estriol,  urine  20.00 

101259  Estrogens  Fractionated  30.00 

101260  Etchlorlynol  (Placidyl)  Qual.  (Screen)  6.50 

101261  Etchlorvynol  (Placidyl)  Quant.  (GLC)  25.00 

101262  Fatty  Acids,  Total  10.00 
101151  Fibrinogen  5.00 
101008                  Fluorescent  Beta  Strep  Screening  5.00 

101263  Folic  Acid  13.00 
10126^                   Follicle  Stimulation  Hormone  (FSH)  by 

Radioimmunoassy  17. 50 

101405                   Frozen  section  25.00 

101265  Gamma  Globulin  CSF,  Quant.  (Immunoelectrophoresis)  7.00 

101266  Galactose  10.00 

101267  Gastric  Analysis,  Quant.  15.00 

101268  Gastric  Analysis  (Diagnex  Blue)  6.00 


*  Or  the  laboratory' 8  usual  fee,  or  charge,  whichever  is  less. 
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MEDICAL  CARE  PLAN 
LABORATORY  SERVICES 
FEE  SCHEDULE 

Section  N 
Part  2 
Pace  6 

Service 
Code 

Procedure  Description 

Allowable 
Fee* 

101269 

Glucose  (CSF,  Urine,  Serum) 

$  5.00 

101152 

Glucose  6  Phosphate  Dehydrogenase  (G6PD) 

6.00 

101270 

Glucose  Tolerance  (GTT)  3  Hr. 

20.00 

101212 

Glucose  Tolerance  (GTT)  5  Hr. 

30.00 

101271 

Glucose  Tolerance  (GTT)  6  Hr. 

36.00 

101272 

Growth  Hormone  (HGH) 

17.50 

101009 

Gram  Stain  Smear 

5.00 

101273 

Guaiac  Test  (Occult  Blood,  Stool) 

3.00 

101274 

Haptoglobin 

10.00 

101275 

Heavy  Metal  Screen 

5.00 

101126 

Hematocrit 

2.00 

101153 

Hemoglobin,  Electrophoresis  (Starch  Block) 

18.00 

101154 

Hemoglobin,  Fetal  by  electrophoresis 

18.00 

101155 

Hemoglobin,  Fetal  by  chemical  method 

5.00 

101156 

Hemoglobin,  Qual.  (any  fluid) 

2.00 

101157 

Hemoglobin,  Quant,  (serum,  plasma,  urine) 

6.00 

101158 

Hemoglobin,  (CO)  Met hemoglobin 

10.00 

101010 

Heterophile,  Screening 

5.00 

i  m  mi 

nex.eropnjLxe ,  i  ix-er 

101012 

Hinton  Test  (Syphilis  serology) 

5.00 

Or  the  laboratory's  usual  fee,  or  charge,  whichever  is  less. 
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Chapter  VII  MEDICAL  CARE  PLAN  Section  N 

LABORATORY  SERVICES  Part  2 
 FEE  SCHEDULE  Page  7 

Service  Allowable 

Code  Procedure  Description  Fee*  

101276  Alpha-Hydroxybutyric  Dehydrogenase  (HBD)  $  8.00 

101277  Homovanillic  Acid  16.50 
101273  17-Hydroxycorticostercids  10.00 

101279  Icterus  Index  3.00 

101280  Immuno  diffusion,  (Immunoglobulins  IgA,  IgM, 

IgG,  IgE)  (Complement)  15.00  each 

101261  Inraunoelectrophoresis ,  Total,  Quant.  25.00 

101282  Iodine,  urine  6.00 

101283  Iodine,  Butanol  Extractable  (BEI)  8.00 
10128^.  Iodine,  Protein  Bound  (PBI)  6.00 

101285  Iron  (Fe)  serum,  urine  5.00 

101286  Iron  Binding  Capacity  (Total)  TIBC  5.00 

101287  Isocitric  Dehydrogenase  (ICDH)  8.00 

101289  Ketosteroids  10.00 

101290  Lactic  Acid  10.00 

101291  Lactic  Dehydrogenase  (LDH)  Iso-enzyme  (electro)  20.00 

101292  LDH,  urine  8.00 

101293  LDH,  Blood  5.00 
101294.  Latex  Fixation,  Qual  5.00 
101295  Latex  Fixation,  Quant.  10.00 


*  Or  the  laboratory's  usual  fee,  or  charge,  whichever  is  less. 
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Chapter  VII 

MEDICAL  CARE  PLAN 
LABORATORY  «R*T€BB 

Section  N 
Part  2 
Pace  8 

Service 
Code 

Procedure  Description 

Allowable 
Fee* 

101127 

L.E.  Prep 

$  8.00 

101128 

L.E.  Screening  (slide  test) 

5.00 

101296 

Leucine  Amino  Peptidase  (LAP) 

5.00 

101297 

Lipase 

5.00 

101298 

Lipids,  Fecal 

10.00 

101299 

Lipids,  Total  (serum) 

6.00 

101300 

Lipids,  Total  (urine) 

10.00 

101301 

Lipoprotein  Electrophoresis  (includes  lipids 

and  cholesterol) 

20.00 

101302 

Lithium,  Blood  Quant* 

8.00 

101303 

Luteinizing  Hormone  (LH)  by  Radioimmunoassy 

17.50 

101304 

Magnesium,  Blood 

5.00 

101305 

Manganese,  Blood 

6.00 

101306 

Mercury 

15.00 

101013 

Mono  Test  (Rapid  Screening) 

5.00 

101307 

Mucin  Test  (Joint  Fluid)  Ropes 

3.00 

101308 

Hon  Protein  Nitrogen 

5.00 

101300- 

vpm  Jail  Ujf 

8.00 

ioiou 

Ova  +  Parasites 

5.00 

10U02 

Pap  Smear  (vaginal  +  cervical  smears) 

6.00 

*  Or  the  laboratory's  usual  fee,  or  charge,  whichever  is  less. 
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LABORATORY  SERVICES 
FEE  SCHEDULE 

oecuxon  n 
Part  2 
Pace  9 

Service 

Procedure  Description 

Allowable 
Fee* 

101310 

PCO2 

$  4*00 

101311 

2 

P0 

4.00 

101159 

Partial  Thromboplastin  Time 

12.00 

101312 

Phosphatase,  Acid,  Total 

5.00 

101313 

Phosphatase,  Alkaline  (Total) 

5.00 

10131/ 

Phosphatase,  Alkaline  (Fractionated,  Heat) 

10.00 

101315 

Phosphatase,  Prostatic  Acid 

9.00 

101316 

Phospholipids 

7.00 

101317 

Phosphorus 

5.00 

101318 

Pituitary  Gonadotropins,  urine  (Bioaasay) 

15.00 

101129 

Platelets 

5.00 

101319 

Potassium  (K) 

5.00 

101320 

Porphyrins,  Complete  (Porphobilinogen, 

Uroporphyrin ,  Coproporphyrin) 

15.00 

101321 

Porphobilinogen 

5.00 

101322 

Pregnanediol  by  gas  chromatography 

20.00 

101323 

Pregnanetriol  by  gas  chromatography 

20.00 

101324 

Progoaterane,  Blood 

20.00 

101325 

Protein.  QuAnt-   (flArun.  uTioa) 

4.00 

101326 

Protein,  Total  C3F 

4.00 

*  Or  the  laboratory's  usual  fee,  or  charge,  whichever  is  less. 
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MEDICAL  CARS  PLAN 
LABORATORY  SERVICES 
FEE  SCHEDULE 

Section  N 
Part  2 
Page  10 

Service 

Cede 

Procedure  Description 

Allowable 

101160 

Prothrombin  Tim* 

♦  5.00 

101015 

Rapid  FlsaiM  Reagent  Test  (RPR) 

5.00 

101130 

Red  Cell  Count  (RBC) 

2.00 

101131 

Red  Cell  Fragility 

5.00 

103327 

Renin,  Blood  (Plasma  Renin  Assay) 

25.00 

101132 

Reticulocytes 

A.  00 

101133 

RH  Antibody  Titer 

5.00 

101103 

Rheumatoid  Arthritis,  Screening 

5.00 

101104 

Rheumatoid  Arthritis,  Titer 

10.00 

101105 

Rubella  Antibody  Titer 

6.00 

102328 

Salicylates 

5.00 

10113-4 

Sedimentation  rate  (ESR) 

5.00 

101135 

Semen  Analysis,  (Complete) 

8.00 

101016 

Sensitivities ,  ( Antibiotic ) 

8.00 

101329 

Serotonin 

10.00 

101137 

Sickle  Cell  Prep 

6.00 

101330 

Sodium 

5.00 

10K03 

Surgical  Pathology  -  Analysis  of  Specimen 

Complete 

15.00 

10H0A 

Surgical  Pathology  -  Analysis  of  Specimen 

Gross 

7.50 

Or  the  laboratory's  usual  fee,  or  charge,  whichever  is  less. 
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section  m 

Part  2 

Service 

,  ^O^pre  DeserirtioR  

Allowable 

101145 

Bone  Marrow  Analysis 

$10.00 

101331 

T3  -  uptake  (Binding  Capacity) 

8.00 

101332 

Ty  -  uptake  (Binding  Capacity) 

8.00 

101333 

by  Murphy  Pattee  (Total  Thyroxine)  (T^) 

10.00 

101334 

T,  -  Free  {Thyroxine  Free) 

20.00 

101336 

Free  Thyroxine  Index  (includes  T^  +  T^) 

18.00 

101337 

Total  T3  (Triiodothyronine)  (Kadiolaemnoassay)  17*50 

101338 

Testosterone.  Blood 

17.50 

101339 

Thymol  Turbidity 

5.00 

101340 

Thyroid  Stimulating  Hormone  (TSH) 

17.50 

101017 

Toxoplasmosis  Dye  Test 

16.00 

101341 

Tryglycerides 

10.00 

101342 

Transaminase,  SOOT 

5.00 

101343 

Transaminase,  SGPT 

5.00 

101018 

Treponema  Antibodies,  Fluorescent  Absorbed 

10.00 

101360 

Trjpsin 

5.00 

101999 

Unlisted  Test 

**I.C. 

101344 

Urea  Clearance 

10.00 

Urea,  Nitrogen.  Blood  (BOM) 

4*00 

101346 

Uric  Acid 

5.00 

*  Or  the  laboratory's  usual  fee.  or  charge,  whichever  is  less. 
**  I.C.  Individual  Consideration 
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Service  Allowable 


♦ 


Cede 

Procedure  Description.   

Fee* 

101347 

Urinary  ph  (dip  stick) 

*  1.00 

101161 

Urinalysis,  routine 

4.00 

101348 

Urobilinogen,  Quant* 

5.00 

101349 

Uroporphyrin 

5.00 

101350 

Vanillylaandelic  Acid  (VMA) 

11.00 

101351 

Vitamin  8^ 

12.00 

101136 

White  Blood  Count  (WBC) 

2.00 

101352 

Xylose  Tolerance  Test,  senna 

5.00 

101353 

Xylose  Tolerance  Test,  urine 

10.00 

101354 

Zinc 

8.00 

i/rug  ocreemng  vVfUaj..  j  uj  ilaj 

O.  j\J 

JLvJ — y  J\J 

Dilantin  +  Phftnoharfoital  ( hv  GLC) 

D11«r»+1r»   ( Vnr  flT.fi  ^ 

20-00 

t  QnuuDBTDivOx  \  ujr  \mij\jj 

101359 

Other  Drugs  (by  GLC) 

25.00 

PROFILES 

102001 

General  Health  Screen  (SMA-12  or  similar) 

10.00 

Albumin                      Lactic  Dehydrogenase 

(LDH) 

Alkaline  Phosphatase  Phosphorous 

Bilirubin                   Total  Protein 

*  Or  the  laboratory's  usual  fee.  or  charge,  whichever  is  less* 
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MEDICAL  CARE  PLAN 
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FEE  SCHEDULE 

*  w 

Section  N 
Part  2 
Pass  13 

Service 
Code 

ftr99«toJre  Desertion 

Allowable 
Fee* 

Calcium 

Transaminase  (SCOT) 

Cholesterol 

Uric  Acid 

Glucose 

Urea  Nitrogen 

102002 

Total  Lipids 
Cholesterol 

Phospholipids 
Triglycerides 

$20.00 

102003 

Liver  Function  Profile 

8.00 

Albumin 

LDH 

Alkaline  Phosphatase 

Total  Protein 

Bilirubin 

SCOT 

10200^ 

Prenatal  Profile 

15.00 

Blood  Group  +  RH  Factor  Rubella  Antibody 

CBC 

RPR 

102005 

Rheumatoid  Profile 
ASO  Titer 
C-Reactive  Protein 

Latex  Fixation 

Protein  Electrophoresis 

16.50 

102006 

Thyroid  Prof  Ue 
-  uptake 

T4 

Cholesterol 

12.00 

) 


*  Or  the  laboratory's  usual  fee,  or  charge,  whichever  is  less. 
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Section  N 
Part  2 
Page  U 


Service 
Code 


Procedure  Description 


Allowable 
Foe*  


102007 


102009 


102010 


Allergy  Profile  -  Raat  Teats 


Cat  Epithelium 

Dog  Epithelium 

Egg  white 
Giant  Ragweed 
House  Dust 

Home /nursing  home  visit  by  independent 
laboratory  first  patient 


Milk 

Penicillium  notatua 
Timothy 
least 


each  subsequent  patient,  same  home 


170.00** 


A. 00  (plus 
test 
fee) 

1.00  (plus 
test 
fee) 


(The  above  "visit"  fees  apply  only  once  to  each 
patient,  regardless  of  number  of  specimens  collected.) 


*  Or  the  laboratory's  usual  fee,  or  charge,  whichever  is  less. 
**  Limit  one  screen  per  patient. 
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MEDICAL  CARE  PLAN 
CERTIFIED  VENDORS 


Section  N 
Part  3 
Page  1  


Certified  Independent  Laboratories 

Effective  April  1,  1974  only  the  Independent  Laboratories  listed  below  which 
meet  the  Department's  Standards  and  Conditions  of  Participation  for  Laboratory 
Services  and  are  certified  by  the  Department  of  Public  Health  are  reimbursable. 


City /Town 


Name  of  Laboratory 


Andover 
Arlington 

At  tleboro 

Belmont 

Beverly 

Boston 


Brockton 


William  D.  Lilly,  M.D. 
Auto/Lab,  Inc. 

Multi-phasic  Health  Screening,  Inc. 
Physicians  Clinical  Laboratory 
Belmont  Medical  Laboratory,  Inc. 
Biolabs 

Doctors  Laboratory  Service 

Beacon  Medical  Laboratory,  Inc. 
Boston  Medical  Laboratory,  Tnc. 
Clin-Chem  Laboratories ,  Tnc. 
Health  Test  Centers,  Inc. 

Laboratory  for  Clinical  Medici ne(eff.  12/16/74.) 

Laboratory  of  Cutaneous  Medicine 

Leary  Laboratory,  Inc. 

Medical  Arts  Clinical  Laboratory 

National  Diagnostic,  Inc. 

Oral  Pathology  Laboratory 

Roxbury  Medical  Laboratory 

Skin  Pathology  and  Mycology  Lab 

Stat  Toxicology  Service  of  Boston,  Inc. 

Steven's  Medical  Laboratory 

Suburban  Medical  Laboratory 

Bio-Stat  Laboratory 
Brockton  Medical  Laboratory,  Inc. 
Cancer  Screening  Laboratory,  Inc. 
Medi-Test,  Inc. 

Park  Medical  Laboratory,  Inc.    (eff.  ll/VW 
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City/Tovm 


Name  of  Laboratory 


Brookline 


Burlington 
Cambridge 


Chelmsford 
Concord 

Danvers 
Dedham 

East  Brookfield 

Everett 

Fall  River 

Framingham 

Franklin 

Gill 


Bay  State  Medical  and  North  Shore 
Medical  Laboratories,  Inc. 
Beacon  Cytology  Laboratory 
Clinical  Data  Services,  Inc. 
Elm  Medical  Laboratory,  Inc. 
Genesis  Laboratory 
Park  Medical  Laboratory,  Inc. 
Health  Test  Centers,  Inc. 

Environmental  Sciences  Associates,  Inc. 
Nucleur  International  Laboratories,  Inc. 

(eff.  1/3/75) 

Clinical  Assays,  Inc. 
Leary  Laboratory,  Inc. 

Mcran  Research  Laboratories,  Inc.  -  DBA  Bioran 
Research 

Clinical/Cytology  Screening  Service,  Inc. 

(eff.  7/1/74) 

Chelmsford  Medical  Laboratory 

Concord  Clinical  Laboratory,  Inc. 
Enaco,  Inc.  Laboratory 

Danvers  Clinical  Laboratory,  Inc. 

Papas  Medical  Laboratory    (eff.  9/13/74) 

Central  Diagnostic  Laboratory 

Enaco,  Inc.  Laboratory  (eff.  6/10/74.) 

Associated  Medical  Laboratory,  Inc. 

Leary  Laboratory,  Inc.  (eff.  1/6/74.) 

Lin  Medical  Laboratory,  Inc. 

Michael's  Cytology  Services 
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City/Town 


Name  of  Laboratory 


Haverhill 

Holliston 

Holyoke 

Hyannis 

Hyde  Park 
Lawrence 

Lexington 

Lowell 

Lynn 

Lynnfield 
Maiden 


Marlboro 
Mars hf i eld 
Medford 
Melrose 
Milton 


Cross  Pathology  Services,  Inc. 
Northeast  Medical  Laboratory,  Inc. 

New  England  Medical  Laboratory 

Medical  Arts  Laboratory 

All  Cape  Professional  Laboratory  Services,  Inc. 
Cape  Cod  Medical  Laboratory,  Inc. 

Damon  Medical  Laboratories   (eff.  8/1 6/74.) 

Amesbury  Street  Medical  Laboratory 

Lawrence  Medical  and  Testing  Laboratories,  Inc. 

Lexington  Medical  Laboratory 
National  Laboratories 

Lowell  Medical  Laboratory 

Middlesex  Testing,  Inc.    (eff.  9/20/7 A) 

Professional  Laboratory  of  Lowell,  Inc. 

Hutchinson  Drug  Company  Clinical  Lab. 
Professional  Medical  Laboratory,  Inc. 

Enaco,  Inc.  Laboratory 

Faulkner  Medical  Laboratory,  Inc. 
Maiden  Medical  Laboratory,  Inc. 
Medic  Clinical  Laboratory 
Middlesex  Medical  Laboratory 

Natick  Medical  Laboratory 

BioTech  Medical  Laboratory,  Inc. 

Medford  Medical  Laboratory,  Inc. 

Melrose  Medical  Laboratory 

Milton  Medical  Laboratory 
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City/Town 

Name  of  Laboratory 

Natick 

Needham  Heights 
New  Bedford 
Newton 

North  Andover 
Norwood 
Orleans 
Peabody 

Pittsfield 

Plymouth 

Quincy 

Randolph 
Reading 


Natick  Medical  Laboratory 

Needham  Laboratory 

Damon  Medical  Laboratory,  Inc. 

New  Bedford  Medical  Laboratory  (eff.  9/19/74) 
Professional  Laboratory  of  New  Bedford  Inc. 

Laboratory  for  Stone  Research,  Inc. 

Life  Science  Laboratory 

Norwood  Clinical  Laboratory 

Rainey  Medical  Laboratory 

Peabody  Medical  Laboratory,  Inc. 
Urolab,  Inc. 

D.  Clinical  Laboratory 

Doctors  Park  Clinical  Laboratory,  Inc. 

Leo  P.  Biese,  M.D. /Plymouth  Cytology  Laboratory 
Plymouth  Medical  Laboratory  (eff.  9/1 5/74. x 

Park  Medical  Laboratory,  Inc. 

Cytopath  Laboratory 

Furnace  Brook  Medical  Laboratory,  Inc. 
Quincy  Medical  Laboratory 

Milton-Randolph  Medical  Laboratory,  Inc. 

Bio-Cyte  Medical  Laboratory  (eff.  6/15/75) 
Enaco,  Inc.  Laboratory 


Rockland 


Southeastern  Medical  Laboratory,  Inc. 
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Salem 

Salem  Medical  Laboratory 

Scituate 

Bio  Tech  Medical  Laboratory,  Inc. 
Scituate  Medical  Laboratory 

Somerville 

Grover  Medical  Laboratories,  Inc. 

Southampton 

Robert  E.  Brennan  Laboratory 

Stoneham 

Stoneham  Medical  Clinical  Laboratory 

Stoughton 

Park  Medical  Laboratory,  Inc. 

Springfield 

Theodore  R.  Brand,  M.D. 
Medical  Center  Laboratory,  Inc. 
Valley  Medical  Laboratory,  Inc. 
Williams  Laboratories,  Inc. 

Taunton 

Physicians  Laboratory,  Inc. 
Taunton  Medical  Laboratory 

Waltham 

Boston  Medical  Laboratory,  Inc. 

Leary  Laboratory,  Inc. 

Mt.  Auburn  Medical  Laboratory 

Winchester 

Woburn 
Worcester 


Enaco,  Inc.  Laboratory 
Winchester  Medical  Laboratory 

Multi-phasic  Health  Screening,  Inc. 

A-C-E  Labmobile 

Biomedical  Assay  Laboratory 

Biomedical  Associates 

Kane  Medical  Laboratory,  Inc. 

Leary  Laboratory,  Inc. 

Pathology  Associates  Laboratory,  Inc. 

Physicians  Clinical  Laboratory 
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Recent  advances  in  the  treatment  of  renal  disease  have  made  it  possible  for  the 
lives  of  some  patients  with  end-stage  renal  disease  to  be  prolonged  for  many- 
years  .    End-stage  kidney  disease  is  the  terminal  stage  of  slowly  progressive 
disease  of  the  kidney.    In  order  to  maintain  life,  such  individuals  require 
specialized  treatment. 

Medicare  Coverage 

Effective  July  1,  1973  Medicare  was  expanded  to  become  the  primary  source  of  pay- 
ment for  medical  care  to  persons  under  65  with  chronic  renal  disease  who  require 
hemodialysis  or  a  kidney  transplant. 

1.  Eligibility 

An  individual  under  age  65  is  now  eligible  for  hospital  insurance  benefits 
- (Part  A)  and  may  enroll  in  Part  B  if  he  is:  either  (a)  fully  or  currently  in- 
sured under  Social  Security,  (b)  entitled  to  monthly  Social  Security  benefits, 
or  (c)  a  spouse  or  dependent  child  of  an  individual  falling  into  either  cate- 
gory of  a.  or  b.  and  is  medically  determined  to  have  chronic  renal  disease 
which  requires  continual  renal  dialysis  or  a  kidney  transplant  for  treatment. 
Chronic  dialysis  is  routinely  covered  under  Part  B.  (Medicare) 

In  addition  to  coverage  of  dialysis  and  transplantation  services  for  the  renal 
condition,  entitled  individuals  are  covered  for  the  same  services  as  Medicare 
for  the  aged, 

2.  Beginning  of  Entitlement 

Medicare  coverage  begins  with  whichever  is  earlier: 

a.  the  month  in  which  the  individual  is  hospitalized  in  preparation  for  and 
anticipation  of  kidney  transplant,  provided  that  such  surgery  occurs  in 
that  month  or  in  the  following  month. 

b.  the  third  calendar  month  after  the  month  in  which  the  individual  begins  a 
course  of  kidney  dialysis,  but  no  earlier  than  July  1,  197j5.    F°r  instance, 
if  a  course  of  dialysis  begins  on  August  10th,  Medicare  coverage  could  be- 
gin on  November  1st. 

NOTE:    The  above  limitations  do  not  apply  to  Medicare  covered  beneficiaries 

who  are  (l)  over  65  or  (2)  OASDI  or  Railroad  Retirement  beneficiaries. 

3#    End  of  Entitlement 

Medicare  coverage  will  continue  through  the  twelfth  month  after  the  month  in 
which  the  patient  (a)  receives  a  kidney  transplant  or  (b)  when  dialysis  treat- 
ments end.    If  it  becomes  medically  necessary  to  have  this  kind  of  treatment 
again,  coverage  may  resume  on  the  first  day  of  the  third  month  after  the  month 
in  which  a  new  dialysis  program  begins  or  the  month  in  which  a  person  enters 
the  hospital  for  transplantation. 
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Role  of  the  Welfare  Service  Office 

It  is  important  that  the  Welfare  Service  Office  refer  potential  new  Medicare 
beneficiaries  to  the  local  Social  Security  Administration  Office.    For  persons 
currently  receiving  dialysis  treatments,  referral  by  WSO    shall  be  made  at  the 
time  of  application.    However,  referrals  shall    be  made  no  later  than  upon  re- 
ceipt of  bills  for  dialysis. 

Pinal  approval  for  Medicare  coverage  cannot  be  made  until  the  limitation  period 
expires  which  is  the  third  month  after  the  month  a  dialysis  course  begins  or  the 
month  in  which  the  person  enters  the  hospital  for  transplantation.    Thus,  bills 
received  for  dialysis  and  other  medical  services  provided  during  or  after  the 
third  month    shall  not  be  processed  for  payment  until  Medicare  eligibility  has 
been  established  or  denied.     When  Medicare  coverage  is  verified,  the  WSO  shall 
return  the  bills  to  the  provider  with  instructions  to  submit  the  claims  to  Medi- 
care (refer  to  Section  A).    The  Vendor  Payment  System  has  been  instructed  to  re- 
ject billing  after  this  limitation  period. 

Medical  Assistance  Participation  in  Renal  Disease 

Services  for  acute  and  chronic  hemodialysis  with  or  without  subsequent  renal 
transplantation  are  available  to  recipients  of  Medical  Assistance  when  there  is 
no  other  financial  coverage.     Certified  centers  include  a  medical  review  board 
to  screen  patients  for  appropriateness  of  treatment  procedures.    Therapy  for  end- 
stage  renal  disease  is  of  two  kinds:     (a)    acute  or  chronic  kidney  dialysis  or  (b) 
renal  transplantation. 

1.  Acute  Dialysis  -  Hospital 

Inpatient  hospital  acute  dialysis  for  the  unstabilized  patient  with  end-stage 
kidney  disease  is  payable  at  a  hospital  licensed  or  operated  by  the  Department 
of  Public  Health  and  meeting  its  regulations  for  such  service.  Reimbursement 
for  acute  dialysis  is  limited  to  six  (6)  treatments  under  Medical  Care  Plan. 
(See  Section  0,  Part  2). 

2.  Chronic  Dialysis  -  Hospital  or  Certified  Center  -  Place  of  Residence 

Claims  for  maintenance  dialysis  for  the  stabilized  patient  may  be  reimbursed 
to  a  hospital,  out-of -hospital  dialysis  unit  or  outpatient  clinic  of  a  hospi- 
tal licensed  by  the  Department  of  Public  Health  and  meeting  its  regulations 
for  such  service  and  certified  by  the  Department  of  Public  Welfare.  Dialysis 
treatment  may  be  required  two  or  three  times  weekly  to  maintain  health.  Each 
treatment  lasts  six  to  twelve  hours  depending  on  the  needs  of  the  patient  and 
type  of  machine  used.     (See  Section  0,  Part  2). 
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Home  dialysis,  if  appropriate  medically  and  psychologically  to  the  recipient, 
is  preferable  to  dialysis  in  a  hospital  or  center.     Reimbursement  to  the 
hospital  for  home  dialysis  supplies  is  payable  for  patients  approved  by  a 
medical  review  board  of  the  facility  if  Medicare  or  other  coverage  is  not 
available.     (See  Section  0,  Part  2). 

Service  Exclusions  -  Separate  charges  for  self-dialysis  training  are  not  pay- 
able.   Costs  incurred  by  a  family  member  in  assisting  a  patient  in  home  dialy- 
sis are  not  reimbursable. 

When  a  family  member  is  unable  to  assist  the  patient  in  home  dialysis,  the 
certified  kidney  treatment  hospital  or  center  will  provide  the  necessary  di- 
alysis treatment  for  such  patients. 

3.    Renal  Transplantation 

Renal  transplantation  is  a  second  type  of  therapy  through  which  the  patient 
receives  a  kidney  from  a  living  donor  or  a  cadaver. 

Claims  for  inpatient  hospital  services  and  physician  services  are  payable  in 
connection  with  a  renal  transplant  performed  in  a  hospital  licensed  or  opera- 
ted by  the  Massachusetts  Department  of  Public  Health. 

a.  Living  Donor 

Hospital  services  and  transportation,  if  necessary,  provided  to  the  living 
donor  in  connection  with  procurement  of  a  kidney  for  transplant  to  a  re- 
cipient shall  be  treated  as  though  the  services  had  been  incurred  by  the  re 
cipient.    These  services  include  hospital  charges  and  are  payable  to  the 
hospital  performing  the  renal  transplant  according  to  Section  C  of  this 
Chapter. 

In  the  rare  case,  when  the  hospital  performing  the  excision  of  the  donor 
kidney  is  not  the  transplanting  hospital,  costs  for  hospitalization  are  re- 
imbursable under  the  name  of  the  recipient,  according  to  Section  C  of  this 
Chapter. 

Surgeon's  services  provided  to  the  living  donor  shall  be  billed  separately 
on  the  PA  7  form  in  the  name  of  the  recipient  in  accordance  with  Section 
B,  Part  3  of  this  Chapter. 

b.  Cadaver  Donor 

Costs  involved  in  excising  the  cadaver  kidney  include  surgeon's  service, 
preservation  by  perfusion,  cross  match  and  aero-typing  test  for  matching. 
These  charges  are  reimbursable  as  a  total  fee  to  the  hospital  performing 
the  transplant  under  the  name  of  the  recipient. 
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4.    Physician  Services 


a.  Physician  services  rendered  to  chronic  renal  disease  patients  are  payable 
according  to  the  Kidney  Dialysis  Treatment  Fee  Schedule,  (Section  0,  Part 
2)  and  the  Medicaid  Pee  Schedule  as  adopted  by  the  Department  of  Public 
Welfare. 

b.  Physician  payment  for  routine  office  visits  to  the  stabilized  dialysis  pa- 
tient will  be  limited  to  one  per  month  and  two  extended  office  visits  per- 
year.     Requests  for  approval  of  additional  visits  must  be  documented  for 
medical  necessity  and  submitted  to  the  Regional  Medical  Unit  for  review 
and  decision. 

5.     Billing  Forms  and  Procedures 

a.  Inpatient  hospital  services  for  renal  transplant,  acquisition  of  kidney 
from  a  live  donor,  or  acute  dialysis  treatments  shall  be  billed  on  the 
MA  2  form. 

b.  Hospitals  providing  chronic  dialysis  treatments  shall  bill  monthly  for 
services  on  the  form  MA  4  in  accordance  with  Section  0,  Part  2,  Page  1. 

Charges  for  tissue  typing,  kidney  procurement  services,  and  whole  blood 
shall  be  billed  by  the  hospital  on  form  MA  4.    The  hospital  performing 
the  transplant  must  indicate  separately  on  this  billing  form  the  costs 
incurred  in  the  acquisition  of  a  kidney  and  whether  from  a  live  or 
cadaver  donor. 

c.  Bills  requesting  payment  for  acquisition  of  a  cadaver  kidney  must  be  for- 
warded to  the  Regional  Medical  Unit  for  individual  consideration  (IC). 

d.  A  certified  out-of-hospital  dialysis  unit  must  bill  on  the  MA  10  form  for 
dialysis  treatments. 

e.  Hospital  supplies  for  home  dialysis  must  be  billed  monthly  on  the  MA  4  form. 

f.  The  fees  for  chronic  maintenance  dialysis  listed  in  Part  2,  Page  1,  of 
this  Section,  include  charges  for  medical  and  surgical  supplies  and  lab- 
oratory procedures. 


(Billing  for  acute  and  chronic  dialysis  must  indicate  date  dialysis  treatment 
began) . 
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PEE  SCHEDULE 


Procedure 
Code 


Maximum 
Allowable  Pee 


019260 
019262 
019264 


999801 
999802 


999803 
999804 


999805 
999806 

999810 


Hospital  Patient  -  Acute  Dialysis 

(Maximum  6  treatments) 

Physician's  fee  for  initial  treatment 

Physician's  fee  for  2nd  and  3rd  treatment 

Physician's  fee  for  4th  through  6th  treatment 

(Maximum  charge  by  physician  for  6  treatments  - 

Hospital  bills  separately) 

Hospital  Patient  -  Chronic  Maintenance  Dialysis 
(7th  and  subsequent  treatments) 

Hospital  charge  including  physician's  fee 
Hospital  charge  excluding  physician's  fee 
(With  procedure  code  999802  physician's  fee  is 
payable  in  accordance  with  the  Medicaid  Pee  Schedule, 
see  procedure  019074 ) 

Patient  in  Certified  Out-of -Hospital  Dialysis  Unit* 

Each  treatment  including  physician's  fee 
Each  treatment  excluding  physician's  fee 
(With  procedure  code  999804  physician's  fee  is 
payable  in  accordance  with  the  Medicaid  Pee 
Schedule,  see  procedures  019053  and  OI9058) 

Supplies  for  Home  Dialysis  (recipient's  home  only) 

Supplies  for  one  Coil  Dialysis  treatment 
Supplies  for  one  Kiil  Dialysis  treatment 

Procurement  of  Cadaver  Kidney 


#150.00 

75.00  (each) 
50.00  (each) 
450.00 


Out-of -hospital  dialysis  units  will  be  listed  in  Section  0  as  soon 
as  certified  -  (at  present,  none  are  certified). 


125.00  (each) 
100.00  (each) 


100.00 
85.OO 


30.00 
15.00 


IC** 


**    Individual  Consideration 
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e.    Independent  Procedure 

A  number  of  procedures  are  designated  "IP"  which  is  an  abbreviation 
for  the  term  "Independent  Procedure".  Procedures  so  designated  are 
paid  for  only  when  done  separately. 


GENERAL  RELIEF  COVERAGE 

Artificial  limbs,  hearing  aids,  and  braces  as  defined  in  this  section  are 
reimbursable  when  provided  to  both  Medical  Assistance  and  General  Relief 
recipients.    Hospital -based  or  clinic-based  evaluations  resulting  in  the 
prescription  of  these  goods  are  not  reimbursable  when  provided  to  General 
Relief  recipients. 
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Aiidiological  and  Hearing  Aid  Evaluation 

The  maximum  allowable  rates  shall  be  those  listed  below 
or  the  provider's  usual  fee  or  charge,  whichever  is  less. 

Service  Service   Description  Allowable 

Code  Fee 

Berkshire  Rehabilitation  Center 

033301  1.    Basic  Audiological  Evaluation  $12.00 

033302  2.    Complete  Audiological  Evaluation  (IP)*  20.00 

033303  3.    Hearing  Aid  Evaluation  (IP)*  15.00 

033304-  4.    Complete  Audiological  Evaluation  and 

Hearing  Aid  Evaluation  30.00 

033305  5.    Complete  Audiological  Evaluation  with 

check  of  patient's  personal  hearing  aid  20. Ou 

033312  6.    Home  Visit  -  Audiological  and  Hearing  Aid 

Evaluation  (includes  second  visit  and  all 

expenses  related  to  travel)  PA***  40.00 


033302 
033303 
033304 

033305 

033308 
033309 


Bo  3 ton  Guild  for  the  Hard  of  Hearing 

1.  Complete  Audiological  Evaluation  (IP)* 

2.  Hearing  Aid  Evaluation  (IP J* 

3*    Complete  Audiological  Evaluation  and 
Hearing  Aid  Evaluation 

4.  Complete  Audiological  Evaluation  with 
check  of  patient' 8  personal  hearing  aid 

5.  Auditory  training  (individual)  PA** 

6.  Auditory  training  (group)  PA** 

2  publicly     aided  patients  or  more 


15.00 
15.00 

25.00 

20.00 

10.00  per  hour 
each     5.00  per  hour 


*  IP  =  Independent  Procedure 
**  PA  =  Prior  Approval  After  Two  Months  or  Twenty  Sessions 
***  PA  =  Prior  Approval,  All  Visits 
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Service 
Code 


033310 
033311 

033312 


Service  Description 

Boston  Qnfl,ifi  fm»  the  Hard  of  Hearing  (cont'd) 
7.    Lipreading  (individual)  PA* 


8.    Lipreading  (group)  PA** 

2  publicly     aided  patients  or  more 


each 


9*  Home  visit  -  Audiological  and  Hearing  Aid 
Evaluation  (includes  second  visit  and  all 
expenses  related  to  travel)  PA*** 


Allowable 
Fee 


$10.00 

5.00  per  hour 

35.00 


033302 
033303 
033306 

U33307 


Boston  School  for  the  Deaf  (Randolph) 
1.    Complete  Audiological  Evaluation 
2*    Hearing  Aid  Evaluation 

3.  Check  out  of  initial  hearing  aid 
following  delivery 

4.  Impedance  Audiometry  (relation  of 
pressure  to  volume) 


10.00 
10.00 

5.00 

5.00 


Clarke  School  for  the  Deaf  Audiology  Clinic 

033301  1.    Basic  Audiological  Evaluation 

033302  2.    Complete  Audiological  Evaluation  (IP)* 

(includes  1.  above) 

033303  3.    Hearing  Aid  Evaluation  (IP)* 

033304.  A.    Complete  Audiological  Evaluation  and 

Hearing  Aid  Evaluation 

033305  5.    Complete  Audiological  Evaluation  with 

check  of  patient's  personal  hearing  aid 

*  IP  =  Independent  Procedure 
**  PA  =  Prior  Approval  After  Two  Months  or  Twenty  Sessions 
***  PA  =  Prior  Approval,  All  Visits 


12.00 

20.00 
15.00 

30.00 

20.00 
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Servlce 
Code 


033301 
033302 

033303 
033304 

033305 


Saxxj  ff A  Description 

Crotched  Mountain  Foundation  (Greenfield.  NH) 
1*    Basic  Audiological  Evaluation 

2.  Complete  Audiological  Evaluation  (IP)* 
(includes  L  above) 

3.  Hearing  Aid  Evaluation  (IP)* 

4.  Complete  Audiological  Evaluation  and 
Hearing  Aid  Evaluation 

5*    Complete  Audiological  Evaluation  with 
check  of  patient's  personal  hearing  aid 


Allowable 
Fee 

♦12.00 

20.00 
15.00 

30.00 

20.00 


033301 
033302 

033303 
033313 


033314 


Emerson  College  -  Robbins  Speech  and  Hearing  Clinic 

1.    Basic  Audiological  Evaluation  10.00 


2.    Complete  Audiological  SPECIAL 
(includes  items  1  and  4) 

3*    Hearing  Aid  Evaluation 

4.    Special  Test  Battery  (IP)* 


15.00 
10.00 
10.00 


This  procedure  may  be  performed  as  an  Individual 
procedure  only  under  the  following  conditions: 

a.  At  the  request  of  a  physician  or  otologist 

b.  When  not  performed  in  conjunction  with  item  1  above 

5.    Maximum  per  patient  -  any  combination  of 

items  1  -4  above  20.00 


*  IP  s  Independent  Procedure 
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Service 
Code 


033302 
033304 

033312 


Service  DftHftriptiQ^ 

Hearing  and  Speech  Services  of  Rhode  Island.  Inc. 

1.  Complete  Audlological  Evaluation 

2.  Complete  Audlological  and  Hearing  Aid 
Evaluation 

3*  Home  Visit  -  Audlological  and  Hearing  Aid 
Evaluation  (includes  second  visit  and  all 
expenses  related  to  travel)  PA*** 


^1  Igwgbj  • 
Fee 


$18.00 
25.00 

35.00 


033301 
033302 
033303 
03330^ 

033305 
033312 


Learning  Center  for  Deaf  Children.  Framingham 

1.  Basic  Audlological  Evaluation  12.00 

2.  Complete  Audlological  Evaluation  (IP;*  20.00 

3.  Hearing  Aid  Evaluation  (IP)*  15.00 

4*    Complete  Audlological  Evaluation  and 

Hearing  Aid  Evaluation  30.00 

5.  Complete  Audlological  Evaluation  with 

check  of  patient's  personal  hearing  aid  20.00 

6.  Home  Visit  -  Audlological  and  Hearing  Aid 
Evaluation  (includes  second  visit  and  all 
expenses  related  to  travel)    PA***  40.00 


033302 
033303 
033304 


Northeastern  university  Speech  and  Hearing  Center 

1.  Complete  Audlological  Evaluation  (IP)*  20.00 

2.  Hearing  Aid  Evaluation  (IP)*  15.00 

3*    Complete  Audlological  and  Hearing  Aid 

Evaluation  30.00 


*  IP  ■  Independent  Procedure 
***  PA  =  Prior  Approval,  All  Visits 
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Service 
Cod> 


033301 
033302 

033303 
033304 

033305 

033312 


Service    Description  Allowable 

Fee 

Metropolitan  Centers  for  Speech  And  Hearing.  Inc. 

1.    Basic  Andiologieal  Evaluation  $12.00 

2*    Complete  Andiologieal  Evaluation  (IP)* 

(includes  1. above)  20.00 

3.  Hearing  Aid  Evaluation  (IP)*  15.00 

4.  Complete  Andiologieal  Evaluation  and 

Hearing  Aid  Evaluation  30.00 

5*    Complete  Andiologieal  Evaluation  with 

check  of  patient's  personal  hearing  aid  20.00 

6.  Home  Visit  -  Andiologieal  and  Hearing  Aid 
Evaluation  (includes  second  visit  and  all 
expenses  related  to  travel)    PA***  40.00 


033301 
033302 

033303 
033304 

033305 

033312 


Willie  Ross  School  for  the  Deaf  1301594 

1.  Basic  Andiologieal  Evaluation  12.00 

2.  Complete  Andiologieal  Evaluation  (IP)* 

( include  s  1 .  above )  20 . 00 

3.  Hearing  Aid  Evaluation  (IP)*  15.00 

4*    Complete  Andiologieal  Evaluation  and 

Hearing  Aid  Evaluation  30.00 

5*    Complete  Andiologieal  Evaluation  with 

check  of  patient's  personal  hearing  aid  20.00 

6.  Home  Visit  -  Andiologieal  and  Hearing  Aid 
Evaluation  (includes  second  visit  and  all 
expenses  related  to  travel)  PA***  40.00 


*IP  =  Independent  Procedure 
***PA  =  Prior  Approval,  All  Visits 
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Service 
Code 


033301 
033302 

033303 
033304 

033305 

033308 

033309 

033310 
033311 

033312 


Service  |  Description 


Worcester  County  Hearing  &  Speech  Center .  Inc. 
(located  at  Rehabilitation  Center  of  Worcester) 

1.  Basic  Audiological  Evaluation 

2.  Complete  Audiological  Evaluation  (IP)* 
( include s  1 .  above ) 

3.  Hearing  Aid  Evaluation  (IP)* 

4.  Complete  Audiological  Evaluation  and 
Hearing  Aid  Evaluation 

5.  Complete  Audiological  Evaluation  with 
check  of  patient's  personal  hearing  aid 

6.  Auditory  Training 
(individual)  or  group  PA** 


Aiiamblfl 

Fee 


7.  Auditory  Training  (group)  PA** 

2  publicly     aided  patients  or  more 

8.  Lipreading  (individual)  or  group  PA** 

9.  Lipreading  (group)  PA** 

2  publicly     aided  patients  or  more 


each 


10.  Home  Visit  -  Audiological  and  Hearing 
Aid  Evaluation  (includes  second  visit 
and  all  expenses  related  to  travel)  PA*** 


$12. Ou 

2U.00 
15.00 

30.00 

20.00 

10.00  per  hour 

5.00  per  hour 
10.00  per  hour 


each       5.00  per  hour 


40.00 


*IP  =  Independent  Procedure 

**PA  =  Prior  Approval  After  Two  Months  or  Twenty  Sessions 
***PA  =  Prior  Apporval,  All  Visits 
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0330C0    When  audiologlcal  and  hearing  aid  evaluations  are  provided  in  the 
out-patient  clinic  of  a  hospital,  the  service  shall  be  paid  at  the 
certified  rate  in  Section  C,  Part  2. 

The  following  hospitals  are  approved  to  provide  this  service: 


Beth  Israel  Hospital,  Audio logy  Department 

Burbank  Fospital,  Speech  and  Hearing  Clinic 

Children's  Medical  Center  Hearing  Clinic 

Franklin  County  Public  Hospital,  Speech  and  Hearing 

Joseph  Kennedy  Memorial  Hospital 

Lawrence  General  Hospital  Rehabilitation  Center 

(Speech  and  Hearing  Center) 
Massachusetts  Eye  and  Ear  Infirmary  -  Department 

of  Audio logy 
Morton  Hospital  Speech  and  Hearing  Clinic 
New  England  Medical  Center  Hospitals  -  The  Seeech, 

Hearing  and  Language  Center 
Saint  Luke's  Hospital  Hearing  Clinic 
Union  Hospital  Audi  logy  Clinic 


Boston 
Fitchburg 
Boston 
Unit  Greenfield 
Boston 

Lawrence 

Boston 
Taunton 

Boston 

New  Bedford 

Lynn 
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033000  When  audiological  and  hearing  aid  evaluations  are  provided  in 

the  out-patient  clinic  of  a  hospital,  the  service  shall  be 
paid  at  the  certified  rate  in  Section  C,  Part  2« 

The  following  hospitals  are  approved  to  provide  this  service: 


Beth  Israel  Hospital,  Audiology  Department 

Burbank  Hospital,  Speech  and  Hearing  Clinic 

Children's  Medical  Center  Hearing  Clinic 

Franklin  County  Public  Hospital,  Speech  and  Hearing  Unit 

Joseph  Kennedy  Memorial  Hospital 

Lawrence  General  Hospital  Rehabilitation  Center  (Speech 
and  Hearing  Clinic) 

Massachusetts  Eye  and  Ear  Infirmary  -  Department  of 
Audiology 

Morton  Hospital  Speech  and  Hearing  Clinic 

New  England  Medical  Center  Hospitals  -  The  Speech, 

Hearing  and  Language  Center 

Saint  Luke1 s  Hospital  Hearing  Clinic 

Union  Hospital  Audiology  Clinic 


Boston 

Fitchburg 

Boston 

Greenfield 

Boston 

Lawrence 

Boston 
Taunton 

Boston 

New  Bedford 

Lynn 
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TRANSPORTATION 


Transportation  necessary  to  obtain  medical  treatment  is  an  item  of  medical  care. 
Such  transportation  through  family  or  friends  of  the  recipient,  organized  volun- 
teers, or  public  transportation  shall  be  considered  the  common  mode  of  transpor- 
tation. Expenditures  for  public  transportation  are  reimbursable.  Taxi  or  ambulanoe 
service  may  be  used  when  determined  necessary  by  the  treating  or  attending  physician 
and  the  reason  is  given  in  writing  why  the  patient  cannot  use  public  transportation. 
Taxi  or  ambulance  service  must  be  in  compliance  with  the  requirements  described  in 
this  Section. 


1.  Transportation  by  taxi  may  be  provided  for  patients  who  are  not  able  to 
obtain  private  transportation  and  who  cannot  use  public  transportation. 

2.  A  patient  with  a  severe  physically  disabling  condition  undergoing  in-patient 
medical  rehabilitation  may  use  taxi  transportation  fox*  preplanned  trial  visits 
to  his  home  (limited  to  a  60  day  period  prior  to  discharge)  for  purposes  of 
discharge  preparation..  The  necessity  for  such  transportation  shall  be  docu- 
mented by  his  attending  physician.  The  prescription  recommending  the  trans- 
portation as  well  as  the  results  of  the  home  visit  by  the  attending  physician 
trust  be  recorded  in  the  patient's  hospital  or  rehabilitation  facility  record. 


Transportation  by  ambulance  may  be  provided  under  the  following  circumstances: 

1.  In  an  emergency  situation,  a  patient  may  be  taken  directly  to  a  hospital. 
(••Emergency"  is  defined  as  an  unforeseen  combination  of  circumstances  which 
apparently  demands  immediate  medical  attention  at  a  hospital  facility  to 
prevent  permanent  injury  or  loss  of  life.) 

2.  In  non  emergency  situations ,  ambulance  transportation  to  a  hospital  is 
allowable  only  when  the  patient  cannot  be  transported  in  any  other  way 
and  his  medical  treatment  requires  either: 

a.  In-patient  hospitalization  deemed  "medically  necessary"  by  the  hospital 
utilization  guidelines  of  Medicare  or  Medicaid  or 

b.  Out-patient  care  where  highly  specialized  services  available  only  in  a 
hospital  setting  are  utilized.  Such  services  would  include  cobalt  therapy, 
deep  x-ray  therapy,  kidney  dialysis,  and  pacemaker  services.  (Changes  of 
dressings,  extraction  of  blood  and  other  fluids  for  laboratory  tests,  and 
procedures  which  can  be  performed  by  a  physician  outside  the  hospital 
setting  shall  be  performed  at  the  patient's  place  of  residence.  No  ambulance 
transportation  is  allowed  for  such  services  unless  approved  in  advance  by 
the  Regional  Medical  Unit.) 


Taxi 


Ambu lance 


Trans,  by  MA  Letter  74 


Massachusetts Public  Assistance  Policy  Manual  Rev.  11/76 


MWJA.L  CARE  PLAN  Section  Q 
Chapter  VII  Part  1 
 TRANSPORTATION   Page  2 


(a)  non-emergency  ambulance  (see  definition  of  " emergency" ,  in  Item  V 
A  of  this  Section  ) . 

(b)  chair  car 

(c)  taxi 

2.     A  written  prescription  may  be  completed  by  a  physician,  registered 
nurse  (RN) ,  licensed  practical  nurse  (LPN)  or  hospital  social  worker 
familiar  with  the  patient's  condition.    In  the  use  of  a  taxi,  the  pres- 
cription must  be  signed  by  a  physician. 

3*      A  written  prescription  must  contain  information  concerning  required 
treatment  and  the  patient's  medical  condition  and  recommended  mode  of 
transportation.    The  prescription  must  be  on  one  of  the  following: 

(a)  the  letter  head  of  a  physician  or  medical  facility 

(b)  a  copy  of  Medicare's  medical  necessity  form  which  must  include  the 
address  of  the  person  authorizing  the  service. 

U»     The  transportation  provider  may  obtain  the  signed  prescription  at 
either  the  origin  or  destination  of  service. 

Note:    For  transportation  provided  by  taxi  cabs  and  public  carriers 

(see S ervjces  Requiring  Prior  Approval  in  Item  VI  of  this  section). 

5«     In  the  initial  screening  process  (first  medical  appointment)  of  Project 
Good  Health  program  recipients,  the  physician's  prescription  for  taxi 
transportation  is  not  necessary.    Justification  for  taxi  transporta- 
tion must  be  written  by  the  recipient's  social  worker  and  included  in 
the  recipient' 8  case  folder. 

C.    Type  of  Patient 


1.     Institutionalised  Patient 


When  necessity  for  specialized  equipment  inhibits  medical  treatment  at 
a  facility,  the  infirm  patient  may  be  transported  to  the  site  of  the 
equipment.    Such  circumstances  may  include  but  are  not  limited  to  x-ray 
services,  cast  removal,  and  radiation  therapy. 

For  admission  to  or  discharge  from  a  medical  institution,  transporta- 
tion may  be  provided  when  a  patient's  condition  makes  this  necessary. 

Note:    Transportation  for  hospital  follow-up  or  routine  care  which 
can  be  provided  at  the  patient's  long  term  care  residence  is 
excluded . 

Transportation  service  between  like  facilities  shall  be  provided  only 
when  the  facility  at  which  the  patient  resides  is  not  adequately  equipped 
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for  treating  the  patient.    Exceptions  to  this  may  be  made  by  the 
Regional  Medical  Unit  on  a  prior  approval  basis. 

2.    Patient  -  Home 

Transportation  vhen  essential  to  obtain  medical  care  shall  be  provided 
for  individuals  living  at  home. 


IV.  LOCALITY 

Patients  must  be  transported  to  facilities  within  the  same  locality.  Locality 
refers  to  the  area  within  which  a  patient  would  normally  be  expected  to  travel 
for  medical  services.    When  treatment  is  unavailable  in  a  patient's  locality, 
medical  transportation  to  other  localities  may  be  provided. 

V.    CRITERIA  FOR  SPECIFIC  MODE  OF  TRANSPORTATION  SERVICES 

When  medical  transportation  is  necessary,  payment  shall  be  made  for  the  least 
expensive  mode  available  and  suitable  to  the  patient's  medical  condition. 

A.  Ambulance 

The  following  are  examples  of  what  consititute  medical  necessity  for 
ambulance  services:    an  emergency  situation  (defined  as  an  unforeseen 
combination  of  circumstances  which  apparently  demands  immediate  medical 
attention  at  a  hospital  to  prevent  permanent  injury  or  loss  of  life); 
when  a  mental  patient  is  unmanageable  or  needs  restraint;  when  a  pat- 
ient has  a  medical  condition  such  as  possible  heart  attack,  coma,  hem- 
orrhage, loss  of  consciousness  or  debilitating  condition  which  could 
increase  injury  using  other  methods  of  transportation. 

B,  Chair  Car 

Chair  car  service  may  be  provided  in  a  non-emergency  situation  for  an 
individual  who  cannot  use  the  usual  mode  of  public  transportation  or 
taxi  service. 

The  following  constitute    medical  necessity  for  chair  car  service:  when 
a  patient  is  in  a  wheelchair,  or  needs  to  be  carried  up  or  down  stairs. 
When  a  patient  does  not  meet  the  above  qualifications  but  due  to  unusual 
circumstances  requires  this  mode  of  transportation,  prior  approval  must 
be  obtained  from  the  Medical  Division  of  the  Department  of  Public  Welfare, 
600  Washington  Street,  Boston,  Mass.    02111  (617)  727-S085. 

C  #  Other  Carriers 

When  use  of  other  carriers  is  required  to  obtain  necessary  medical  care, 
such  transportation  may  be  provided.    The  necessity  for  a  taxi  must  be 


Trans,  by  MA  Letter  152 


Massachusetts  rvblic  .Assistance  Policy  Manual 


Rev.  11/76 


MEDICAL  CARE  PLAN  Section  Q 

Chapter  VII  Part  1 

TRANSPORTATION  ,  Pa?a  L 


certified  in  writing  by  the    treating  physician. 

D.     Non-Covered  Services 

Transportation  services  are  only  reimbursable  when  recipients  are  travel- 
ing for  medical  services  which  are  covered  under  the  Medical  Assistance 
program.    Transportation  should  not  be  authorized  for: 

1.  Transportation  to  child  day  care  centers    and  nurseries. 

2.  Transportation  of  the  elderly  and/or  disabled  to  adult  day  care  pro- 
grams.   The  small  number  of  these  programs  covered  under  the  Medical 
Assistance  program  include  transportation  costs  in  the  established 
per  diem  rate. 

3«    Transportation  to  schools,  summer  camps,  and  recreational  programs 
(i.e.,  swimming  classes). 

U»    Transportation  of  family  members  to  visit  a  hospitalized  or  institu- 
tionalized recipient. 

5.  Transportation  to  a  medical  facility  or  physician's  office  for  the  sole 
purpose  of  obtaining  a  medical  recommendation  for  homemaker/chore  ser- 
vice.   Such  medical  recommendation  should  be  obtained  from  a  Social 
Worker  in  accordance  with  Social  Service  policy. 

6.  Transportation  to  state  agency  offices. 

7.  Transportation  to  obtain  Computerized  Axial  Tomography  (CAT)  Scans 
provided  at  other  than  a  hospital. 

8.  Transportation  to  pharmacies  to  obtain  medications.    In  the  circum- 
stance where  a  pharmacy  does  not  provide  a  delivery  service  and  the 
recipient  is  unable  to  obtain  such  medications,  prior  approval  for 
transportation  must  be  obtained  from  the  Medical  Division  of  the 
Department  of  Public  Welfare. 

9.  Transportation  is  not  a  covered  service  for  General  Relief  Medical 
Assistance  clients  (category  OU) • 

It  is  the  responsibility  of  the  Welfare  Service  Office  to  determine  which 
medical  services  are  covered  by  the  Medical  Assistance  program  in  the  case 
of  taxi  and  public  transportation.    It  is  the  responsibility  of  the  trans- 
portation provider  to  determine  which  medical  services  are  covered  in  the 
case  of  ambulance  and  chair  car  transportation. 
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VI.    SERVICES  REQUIRING  PRIOR  APPROVAL  USING  THE  PA-11  FORM 

A.  Prior  authorization  shall  be  obtained  from  the  Medical  Division  of  the 
Department  (617)  727-8085  or  the  Boston  Regional  Office  (Boston  only) 
277-8320  or  the  Springfield  Regional  Office  (Hampden,  Hampshire,  Frank- 
lin and  Berkshire  Counties)  (413)  781-7510  for  the  following: 

1.  In  non-emergency  situations,  transportation  to  a  medical  provider 
by  chair  car,  ambulance,  taxi,  or  plane  which  exceeds  twenty  (20) 
miles  one  way. 

2.  Transportation  to  a  medical  provider  by  bus  or  train  going  beyond 
the  State  line. 

3«    Where  there  is  documented  need  for  repeated  ambulance  or  chair  car 
transportation . 

4*    For  ambulance  and  chair  car  transportation  between  like  facilities 
(i.e.,  nursing  home  to  nursing  home,  including  Level  IV  rest  homes, 
hospital  to  hospital). 

5»    For  two  or  more  return  trips  provided  to  a  patient  in  one  day. 

6.  For  the  transporting  of  a  patient  by  chair  car  who  is  not  wheelchair 
bound  or  who  does  not  need  to  be  carried  up  and  down  stairs. 

7.  For  all  non-emergency  ambulance  and  chair  car  trips  going  to  or  from 
a  nursing  home  (including  Level  IV  rest  homes). 

B.  Prior  authorization  shall  be  obtained  from  the  Welfare  Service  Office 
(WSO)  for  the  following: 

1.  In  situations  where  taxi  and  other  public  transportation  is  necessary. 
(In  circumstances  where  a  client  requires  apparent  immediate  medical 
transportation  on  the  weekend  or  after  the  WS0fs  business  hours, 
authorization  for  taxi  may  be  issued  retroactively  the  following 
day). 

2.  Where  there  is  a  need  for  repeated  taxi  transportation  to  a  medical 
facility  or  office  and  the  need  for  taxi  transportation  ha*  been 
recommended  by  a  physician,  prior  authorization  may  be  given  by  the 
WSO  for  a  maximum  of  six  (6)  months  during  which  no  more  than  twelve 
(12)  trips  are  made.    At  the  end  of  six  months  or  after  twelve  trips 
have    been  made,  a  new  authorization  may  be  issued.  Prescriptions 
from  the  physician  justifying  taxi  transportation  must  be  updated 
yearly  for  recipients  with  long-term  disabilities  and  every  three 

to  six  months  for  recipients  with  improving  conditions. 
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VII.  CONSULTATION  WITH  CENTRAL  OFFICE  OR  REGIONAL  MEDICAL  UNIT 

The  WSO  must  consult  with  the  Boston  or  Springfield  Regional  Office  or  the 
Medical  Division  of  the  Department  prior  to  authorizing  taxi  or  public  car- 
rier transportation  for  the  following: 

1.  recurring  need  for  transportation  (8  or  more  trips  per  month),  or 

2.  when  the  request  for  transportation  is  questionable,  or 

3.  when  the  distance  traveled  exceeds  twenty  (20)  miles  one  way. 

VIII.  VENDOR  PAYMENT  FOR  SERVICE 

Payment  for  transportation  is  to  be  made  directly  to  eligible  providers  of 
service.    An  exception  to  this  policy  may  be  made  when  a  hospital  arranges 
for  necessary  taxi  transportation  and  makes  payment  to  the  provider.  In 
such  case  reimbursement  for  transportation  may  be  made  to  the  hospital 
within  the  provisions  of  the  Medical  Care  Plan.    Supporting  documentation 
must  be  entered  in  the  patient's  medical  record.    In  such  circumstances,  the 
hospital  shall  bill  on  an  approved  Departmental  form. 

Reimbursement  through  the  vendor  payment  system  for  transportation  service 
shall  not  be  available  when: 

1.  the  services  are  provided  by  friends  or  relatives  of  the  recipient  who 
are  not  eligible  providers  of  service. 

2.  the  service  is  provided  by  a  medical  facility  and  the  cost  of  such  is 
included  in  an  all-inclusive  rate  for  that  facility,  i.e.,  adult  day 
care  facilities. 


Failure  of  a  provider  to  comply  with  the  regulations  of  the  Medical  Assist- 
ance Transportation  program  will  result  in  Departmental  sanction.  Accord- 
ing to  regulations  promulgated  under  Chapter  118E,  Section  19,  of  the  Gener 
al  Laws,  administrative  sanctions  may  include,  but  shall  not  be  limited  to 
any  one  or  more  of  the  following:    warnings,  probations,  and  suspension 
from  participation  in  the  Medical  Assistance  program  for  a  period  not  to 
exceed  three  (3)  years,  also,  an  order  to  make  restitution  as  a  condition 
to  continue  participation  in  the  Medical  Assistance  program. 


IX.  SANCTIONS 
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The  following  definitions  shall  be  used  in  interpretation  of  the  allowable  fees 
for  ambulance  services : 


1.     "Ambulance"  shall  mean  any  motor  vehicle  equipped  and  used  exclusively  for 

the  transportation  of  sick,  injured  or  wounded  persons  and  possessing  a  valid 
certificate  of  inspection  issued  by  the  Massachusetts  Department  of  Public 
Health. 


2.  "Eligible  Provider  of  Ambulance  Services"  shall  mean  any  person,  partnership, 
corporation,  governmental  unit  or  other  entity,  which  provides  authorized 
emergency  and  transfer  services,  and  which  meets  the  Conditions  of  Participa- 
tion as  have  been  or  may  be  adopted  from  time  to  time  by  the  Departments  of 
Public  Health  and  Welfare. 

3.  "Loaded  Mileage"  shall  mean  the  actual  distance  the  patient  is  transported  in 
the  ambulance. 

4.  "Waiting  Time"  shall  mean  the  time  spent  waiting  to  return  a  patient  following 
treatment  at  a  hospital  or  outpatient  clinic. 


Procedure 
Code 


The  rates  of  payment  for  authorized  ambulance  services  shall  be  the 
lower  of  the  eligible  provider's  usual  fee  to  other  than  public  welfare 
patients  or  the  schedule  of  maximum  allowable  fees  listed  below.  Maxi- 
mum allowable  fees  for  ambulance  services  shall  be  as  follows: 

16-8501      1.  Base  Fee  $40.00     (per  trip) 

16-8502      2.  Mileage  Fee  per  trip,  per  Loaded  Mile 

(after  five  (5)  miles  only)  1.00     (per  mile) 

In  an  emergency  situation,  such  as  a  multiple  accident,  reimbursement 
will  be  allowed  for  an  additional  patient  at  one  half  (1/2)  the  base 
fee  subject  to  the  following  conditions: 

16-8503      1.  When  two  recipients  are  transported  in  the  same  ambulance  on  the 
same  trip,  the  mileage  fee  shall  apply  to  one  patient  only. 

16-8503      2.  When  a  recipient  is  transported  together  with  a  patient  who  is  not 
a  welfare  recipient,  the  recipient  will  be  considered  the  "addi- 
tional patient"  as  outlined  above  and  no  mileage  fee  shall  be 
allowed . 
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Round  Trip  Transportation 

An  ambulance  trip  will  be  considered  a  round  trip  if  waiting  time  exceeds  one 
hour.    Reimbursement  for  such  trips  is  at  one  and  three  quarters  (1  3/4)  times 
the  base  fee,  plus  mileage  fee  per  loaded  mile  after  five  miles  each  way.  Thus, 
the  maximum  allowable  fee  is  $70.00  per  round  trip,  plus  $1.00  per  loaded  mile 
after  ten  (10)  miles.     Before  a  claim  for  round  trip  transportation  can  be 
processed  for  payment,  time  of  arrival  at  and  departure  from  the  medical  facili- 
ty must  be  indicated.     Invoices  will  be  returned  if  arrival  and  departure  time 
are  not  included. 
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TAXI  SERVICE 

Payment  for  authorized  taxi  service  shall  be  made  as  follows: 
Service  Code 


*  168620 


*  168621 


*  168622 


The  usual  and  customary  charge  not  to  exceed  the  establish- 
ed legal  rate  as  recorded  on  the  taxi  meter.    Taxi  compan- 
ies which  do  not  use  a  meter  system  will  charge  according  to 
the  exact  fee  schedule  submitted  by  them  and  approved  by  the 
Department. 

Waiting  time  will  be  reimbursed  at  $5 .00  per  hour  only 
when  taxi  transportation  exceeds  forty  (4-0)  miles  round  trip. 
Payment  shall  not  be  made  for  more  than  two  (2)  hours  wait- 
ing time.    The  time  is  to  be  applied  in  fifteen  minute  in- 
tervals . 

For  two  or  more  passengers  carried  on  the  same  trip,  unless 
one  passenger  is  required  as  an  assistant,  the  usual  and 
customary  charge  not  to  exceed  the  established  legal  rate 
as  recorded  on  the  taxi  meter  or  that  fee  schedule  approved 
by  the  Department  from  the  point  of  the  first  pickup  to  the 
destination.    The  total  fare  will  be  split  equally  among 
the  passengers  carried. 


Billing 

1.  All  claims  for  taxi  service  must  be  submitted  on  an  MA-8  Payment  Request 
for  Medical  Services  Form. 

2.  The  following  information  is  required  on  the  claim:    Name  and  address  of 
the  provider,  date  of  service,  service  code,  origin  and  destination  and 
prior  approval  number. 

Any  allowable  waiting  time  must  be  listed  on  the  claim  separately  with 
the  appropriate  service  code  and  times  of  arrival  and  return  pick-up. 

3.  Detailed  billing  instructions  may  be  obtained  from  the  Medical  Claims 
Control  Center,  Box  567,  Westboro,  Mass.  01581. 


*  Prior  approval  necessary  froa  recipients  VSO. 
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Eligible  Chair  Car  Providers 
The  following  eligible  chair  car  providers  are  listed  alphabetically  by  location. 


NAME 

LOCATION 

EFFECTIVE  DATE 

Wheelchair  Ambulance  Service 

Alls ton 

10/06/75 

Armstrong  Ambulance  Service 

Arlington 

05/08/75 

King  Ambulance  &  Oxygen  Service 

Attleboro 

11/07/75 

Perry  Ambulance  Service 

Attleboro 

11/10/75 

Them  Incorporated 

Boston 

05/25/76 

Stavis  Ambulance  Service 

Brookline 

10/01/75 

Cape  Cod  Medi  Coach 

Centerville 

06/09/76 

Lyons  Ambulance  Service 

Danvers 

OA/25/75 

Handy  Cabs  of  Massachusetts,  Inc. 

Dorchester 

10/01/75 

Fall  River  Chair  Car  Service 

Fall  River 

02/19/76 

Chaulk  Ambulance  Service 

FrflLminpham 

02/28/75 

Shan ah.au  Ambulance  Service,  Inc. 

Haverhil 

05/07/75 

Melanson  Limousine  Service 

Holbrook 

05/12/75 

Para  Medic  Ambulance  Service 

Holyoke 

04/11/75 

Marlboro— Hudson  Ambulance  Service  Inc. 
(DBA  MediVan  Wheelchair  Service) 

Hudson 

10/20/74. 

Brewster  Ambulance  Service 

Jamaica  Plain 

02/10/76 

Medical  Transport 

Leominster 

05/24/76 

Tri  City  Medi  Van 

Leominster 

09/29/75 

Transportation  Management 

Lexington 

12/22/75 

Corcoran  Ambulance  Service 

Lexington 

01/14/76 

American  Ambulance 

Lowell 

05/25/76 

Handi-Van  of  Lowell 

Lowell 

09/15/75 
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Eligible  Chair  Car  Providers 
The  following  eligible  chair  car  providers  are  listed  alphabetically  by  location. 


NAME 

LOCATION 

EFFECTIVE  DATE 

Medic  Bus  Service 

Lowell 

12/05/75 

Ambulette,  Inc. 

Lynnfield 

08/08/75 

Bay  State  Ambulance  Service 

Maiden 

r\*-\  //at  /rt / 

03/01/76 

Norfolk-Bristol  County  Ambulance 

Mansfield 

10/15/75 

Fallon  Ambulance  Service  Inc. 

Milton 

fie  /on  /r/c 
05/09/75 

Medi-Van  Service  Inc. 

Northampton 

O4/II/75 

Roy's  Cabulance  Service 

Pittsfield 

10/01/74 

Revere  Ambulance 

Revere 

05/03/  'D 

Forest  Park  Ambulance,  Inc. 

Springfield 

10/01/74 

Gold  Cross  Eastern  Ambulance  Service  Inc. 

Springfield 

10/01/74 

Courtesy  Ambulance  Service  Inc. 

Springfield 

04/11/75 

Nashoba  Ambulances 

Sterling  Junction 

05/18/76 

Wneelchair  Transit,  Inc. 

Stoughton 

04/07/75 

Norton  Systems  Inc. 

Wayland 

10/10/74 

Medicab  of  Massachusetts  Bay,  Inc. 

Weston 

10/01/74 

Worcester  Ambulance  Service 

Worcester 

01/06/75 

Scott-McAvoy  Ambulance  Service 

Worcester 

03/26/75 
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FAMILY  PLANNING  SERVICES 


•I.     INTRODUCTION:  FAMILY  PLANNING  SERVICES 

Family  planning  services  are  those  medical,  educational  and  social  services 
which  assist  recipients  (regardless  of  age  and  sex)  in  exercising  freedom  of 
choice  with  regard  to  the  size  of  their  families  and  the  spacing  of  children. 

Family  planning  services  reimbursable  under  the  Medical  Assistance  Program 
Include  contraceptive  care  through  diagnosis,  treatment,  and  related  coun- 
seling, as  well  as  the  provision  of  drugs,  supplies  and  devices.    In  addi- 
tion, related  medical,  counseling  and  educational  services  affecting  repro- 
ductive health  and  family  planning  are  reimbursable  as  family  planning 
services  as  outlined  in  these  regulations. 

Services  offered  by  family  planning  agencies  are  not  reimbursable  when  pro- 
vided to  General  Relief  recipients;  family  planning  services  provided  by 
physicians  in  their  offices  are  reimbursable  for  General  Relief  recipients. 


II.     FAMILY  PLANNING  PROVIDERS 

Family  planning  services  are  available  through  private  physicians,  family 
planning  agencies,  neighborhood  health  centers  and  hospitals. 

A.  Private  Physicians 

An  obstetrician-gynecologist  or  other  physician  experienced  in  family 
planning  medical  care  usually  offers  a  full  range  of  family  planning 
medical  services  as  well  as  general  medical  and  gynecological  care. 

B.  Family  Planning  Agencies 

A  family  planning  agency  is  a  public  or  private  agency  certified  by  the 
Department  of  Public  Welfare  to  provide  family  planning  services.  There 
are  two  types  of  family  planning  agencies:     (1)  comprehensive  family 
planning  agencies  and  (2)  medical  and  counseling  family  planning  agencies. 

1.  Comprehensive  family  planning  agencies  provide  all  components  of 
services.    These  components  are:    family  planning  medical  care;  coun- 
seling; follow-up,  including  referrals;  community  education;  and 
outreach . 

2.  Medical  and  counseling  family  planning  agencies  provide  three  compo- 
nents of  services.    These  components  are:  family  planning  medical 
care;  counseling;  and  follow-up,  including  referrals. 
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Purpose 

Medical  Care  is  a  basic  requirement  of  persons  in  need,  and  shall  be  provided  in 
accordance  with  the  standards  and  limitations  of  the  Medical  Care  Plan. 

The  Medical  Care  Plan  embodies  policies,  procedures  and  standards  relating  to 
administration  of  the  medical  care  aspects  of  the  public  assistance  programs  in 
the  Commonwealth  of  Massachusetts.    It  is  a  guide  to  assure  adequate  provisions 
necessary  to:  promote  satisfactory  growth,  development,  and  protection  of  the 
health  of  children  and  adults;  promote  prevention  of  disease,  early  detection, 
treatment,  remedial    care  and  rehabilitation;  provide  essential  drugs,  appliances 
and  equipment  for  persons  in  need  within  the  scope  of  assistance  programs. 

Medical  care  reimbursable  by  the  Department  must  meet  the  following  criteria: 

1«     Care  shall  be  designed  primarily  to  meet  the  medical,  psychological  or 
social  needs  of  MA  recipients. 

2.    It  shall  be  provided  through  established  and  accepted  non-experimental 

methods  which  do  not  threaten  the  physical,  social  or  psychological  health 
of  a  patient. 

3«    No  provider  shall  engage  in,  nor  authorize  an  individual  to  approach  patients 
for  participation  in  any  project,  activity  or  practice  which  does  not  meet 
established  methods  of  medical  practice. 

U»    No  exception  to  th^ee  rules  may  be  made  without  express  vritten  approval  in 
advance  from  the  Department  of  Public  Welfare,  Medical  Division.  Room  611, 
600  Washington  Street.  Boston,  MA  02111. 

Fee  Schedules 

In  order  to  achieve  uniformity  throughout  tb*»  State  in  the  onantity  and  quality 
of  medical  care  provided.-  it  is  necessary  that  Welfare  Ssrvic©  Offices  (W  S  0  ) 
conform  to  the  procedures,  methods  of  payment,  and  statewide  fee  schedules. 

Medical  services  and  supplies  begin  with  either  the  personal  physician  or  clinic 
and,  when  recommended.  ^v?>t  be  approved  and  paid  for  in  accordance  with  estab- 
lished fee  schedules.    Tee  schedules  for  redical  fervic^s  and  supplies  are  part 
of  the  Medical  Care  Plan,  and  represent  the  amount  for  which  the  item  or  service 
is  usually  available. 
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Established  fee  schedules  for  professional  services  may  not  be  exceeded.    A  WSO 
must  refer  medical  fees  requiring  "individual  consideration"  and  fees  for  medical 
services  not  on  fee  schedules  to  the  Regional  Office. 

Items  of  medical  care  must  be  recommended  in  accordance  with  standards  outlined 
in  the  Medical  Care  Plan.    Most  items  require  evaluation  and  recommendation  of 
the  attending  physician.    In  some  instances  the  professional  opinion  of  a  specia- 
list or  clinic  physician  is  required;  in  others,  the  assessment  by  a  specialized 
agency  such  as  a  hearing  evaluation  center  for  a  hearing  aid  or  a  physical  thera- 
pist for  a  wheelchair  will  be  required.    A  WSO  may  approve  purchase  of  recommended 
items  of  medical  care  only  when  the  standards  of  the  Medical  Care  Plan  have  been 
satisfied. 


Rehabilitation 

The  use  of  all  possible  rehabilitation  facilities  is  the  responsibility  of  the 
WSO.    These  facilities  include  the  available  rehabilitation  clinics,  the  services 
of  the  Massachusetts  Rehabilitation  Commission,  Sheltered  Work  Shops,  and  other 
agencies  providing  services,  such  as  the  Bay  State  Society  for  Crippled  and  Hand- 
icapped, and  the  Crippled  Children's  program  of  the  State  Department  of  Public 
Health.    The  "Directory  of  Social  Services  Resources  in  Massachusetts"  lists  all 
agencies  providing  services. 


Community  Resources 

All  community  resources,  both  public  and  private,  should  be  used  both  for  pre- 
vention of  disease  and  treatment  of  illness.    Procedures  for  the  use  of  the  health 
services  should  be  carefully  planned  so  that  all  agencies  concerned,  as  well  as 
the  recipients  involved,  will  understand  the  purpose  of  the  services  and  the  method 
of  obtaining  them.    These  services  should  be  provided  by  using  facilities  in  other 
communities  if  not  available  in  the  area  serviced  by  the  WSO. 
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The  rate  of  reimbursement  to  a  family  planning  agency  is  dependent  upon  that 
set  of  services  which  the  agency  is  certified  to  provide  to  recipients.  The 
rates  are  set  by  the  Massachusetts  Rate  Setting  Commission  and  are  listed  in 
Part  2  of  Section  R.     (Some  family  planning  agencies  may  also  provide  for 
comsumer  participation  in  their  services.) 

Family  planning  agencies  may  be  located  in  neighborhood  health  centers,  and 
in  hospital  outpatient  or  other  clinics    which  have  been  certified  as  family 
planning  agencies.     (See  the  list  of  family  planning  agencies  in  Part  3  of 
this  Section.) 

C.    Neighborhood  Health  Centers  and  Hospital  Outpatient  or  Other  Clinics 

Those  centers  and  clinics  not  certified  as  family  planning  agencies  may 
provide  ambulatory  medical  services  which  include  the  medical  aspects  of 
family  planning  care,  and  sometimes  include  other  counseling  and  educa- 
tional services. 

III.     FAMILY  PLANNING  SERVICES  AND  SUPPLIES 
A.    Medical  Services 


1.  The  Department  pays  for  medical  services  provided  by  a  physician  to  plan 
the  timing  and  spacing  of  children.    These  services  include: 

a.  non-permanent  contraceptive  care,  including  birth  control  pills, 
intrauterine  devices  (IUD's),  foam,  diaphragms,  and  condoms; 

b.  sterilization  services  or  referral  (see  Section  Y  of  this  Chapter); 

c.  abortion  services  or  referral  (see  Section  X  of  this  Chapter);  and 

d.  infertility  services. 

2.  In  addition,  the  Department  will  pay  for  the  provision  of  the  following 
family  planning-related  medical  services: 

a.  yearly  medical  examinations  appropriate  to  the  recipient's  sex; 

b.  diagnosis  and  treatment  of  medical  problems  specific  to  reproduction 
as  well  as  diagnosis  and  appropriate  referral  for  other  medical 
problems; 

c.  venereal  disease  (VD)  testing  and  treatment; 

d.  cervical  cancer  screening  (Pap  smear);  and 

e.  breast  examinations. 
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B.    Laboratory  Services 


1.  Laboratory  services  related  to  family  planning  (e.g.,  Pap  smear, 
gonorrhea  culture,  vaginal  culture  and  smear,  blood  test  for  venereal 
disease,  hematocrit,  complete  blood  count,  urinalysis,  and  pregnancy 
testing)  are  available  through  private  physicians  and  the  health 
facilities  described  in  items  II. B  and  II. C. 

2.  A  family  planning  agency  may  bill  for  laboratory  services  that  are 
either : 

a.  performed  at  the  agency;  or 

b.  performed  at  an  outside  laboratory  as  a  result  of  specimen  referral. 
The  family  planning  agency  shall  bill  the  Department  only  for  the 
outside  laboratory's  charge  to  the  agency  or  the  Medical  Assistance 
Fee  Schedule  for  Laboratory  Services  amount,  whichever  is  less. 

3.  Any  other  family  planning  provider  (e.g.,  a  private  physician)  may  bill 
only  for  laboratory  services  that  are  performed  in  the  provider's 
office.    If  the  provider  refers  a  specimen  to  an  outside  laboratory, 
the  laboratory  must  bill  for  the  services. 

C.  Family  Planning  Counseling 

1.  The  Medical  Assistance  Program  reimburses  for  family  planning  counseling 
when  offered  as  part  of  the  comprehensive  medical  services  provided  by 
family  planning  agencies. 

2.  Family  planning  counseling  may  also  be  available  through  private  physi- 
cians, neighborhood  health  centers  and  clinics.    The  providers  should 
refer  to  Sections  B  and  D  of  this  Chapter  for  regulations  concerning 
reimbursement  for  counseling  services. 

3.  Counseling  includes  discussions  about:    family  planning;  general  health; 
human  anatomy  and  physiology;  human  reproduction;  and  methods  of 
contraception. 

D.  Family  Planning  Supplies  and  Medications 

Family  planning  supplies  and  medications  (including  IUD's)  are  reimbursable 
under  the  Medical  Assistance  Program.    These  supplies  and  medications,  with 
the  exception  of  contraceptive  foam  and  condoms,  must  be  prescribed  by  a 
physician.    Most  supplies  and  medications  are  available  at  pharmacies. 
Supplies  and  medications  are  often  available  at  family  planning  agencies 
and  some  neighborhood  health  centers  and  clinics. 
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E.    Family  Planning  Community  Education  and  Outreach 

1.  Family  planning  community  education  and  outreach  are  provided  as  part 
of  the  services  offered  at  comprehensive  family  planning  agencies. 

2.  Family  planning  information  and  education  may  also  be  provided  through 
neighborhood  health  centers  and  through  hospital  outpatient  or  other 
clinics.  Sections  C  and  D  of  this  Chapter  describe  reimbursable  hos- 
pital and  clinic  services. 


IV.     ROLE  OF  DEPARTMENT  WORKER 

Department  staff  provides  assistance  to  recipients  in  non-medical  aspects  of 
family  planning  as  outlined  below. 

A.    Assistance  Payments  workers  assist  the  recipient  by  offering: 


1.  general  information  on  the  existence  of  family  planning  services  paid 
for  by  the  Department; 

2.  appropriate  listings  of  providers  participating  in  the  Medical  Assis- 
tance Program.    Participating  family  planning  agencies  are  listed 

in  Part  3  of  this  Section;  and 

3.  a  referral  to  Social  Services  if  the  recipient  meeds  further  assis- 


B.    Social  Services  workers  assist  the  recipient  by  offering: 

1.  general  information  on  the  existence  of  family  planning  services  paid 
for  by  the  Department; 

2.  appropriate  listings  of  providers  participating  in  the  Medical  Assis- 
tance Program.    Participating  family  planning  agencies  are  listed 

in  Part  3  of  this  Section; 

3.  referrals  to  participating  providers  if  requested  by  the  recipient, 
and  follow-up  services  as  deemed  appropriate  by  the  worker;  and 

4.  supportive  counseling  and  services  to  facilitate  and  sustain  ongoing 
medical  care  and  treatment. 


tance . 
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V.    REIMBURSEMENT  FOR  SERVICES 

A.  Physicians  and  health  facilities  claiming  reimbursement  from  the  Department 
must  use  the  appropriate  fee  schedules: 

1.  Physicians  -  Medicaid  Fee  Schedule  for  Physicians  and  Dentists 

2.  Family  Planning  Agencies  -  Those  family  planning  agencies  whose  pro- 
vider number  begins  with  "1611  may  use  the  Fee  Schedule  in  Part  2, 

Page  1  of  this  Section.    The  maximum  allowable  fee  for  a  family  planning 
agency  shall  be  the  fee  schedule  amount  or  the  agency's  usual  and  cus- 
tomary fee,  whichever  is  less. 

3.  Neighborhood  Health  Centers 

a.  If  the  provider  number  begins  with  "12",  the  provider  should  use 
the  Medical  Assistance  Fee  Schedule  for  Hospitals. 

b.  If  the  provider  number  begins  with  "13",  the  provider  should  use: 

(1)  the  Medical  Assistance  Fee  Schedule  for  Neighborhood  Health 
Centers  when  medical  services  related  to  family  planning  are 
furnished  to  a  recipient;  and 

(2)  the  "Contraceptive  Supplies"  section  of  the  Medical  Assis- 
tance Fee  Schedule  for  Family  Planning  Agencies  when  contra- 
ceptive supplies  are  dispensed. 

c.  If  the  provider  number  begins  with  "16",  the  provider  should  use 
the  Medical  Assistance  Fee  Schedule  for  Family  Planning  Agencies 
in  Part  2  of  this  Section. 

4.  Hospital  Outpatient  or  Other  Clinics 

a.  If  the  provider  number  begins  with  "12",  the  provider  should  use 
the  Medical  Assistance  Fee  Schedule  for  Hospitals. 

b.  If  the  provider  number  begins  with  "16",  the  provider  should  use 
the  Medical  Assistance  Fee  Schedule  for  Family  Planning  Agencies 
in  Part  2  of  this  Section. 

5.  Pharmacies  -  Medical  Assistance  Fee  Schedule  for  Pharmacies. 

B.  Providers  billing  for  laboratory  services  should  refer  to  the  Medical 
Assistance  Fee  Schedule  for  Laboratory  Services. 
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VI.  BILLING 

A.  Providers  must  submit  claims  in  accordance  with  the  provisions  of 
Section  A  of  this  Chapter. 

B.  All  providers  of  family  planning  services  and  supplies  must  bill  the 
Department  on  the  appropriate  claim  form  (invoice) : 


1. 

Family  Planning  Agencies 

MA- 

■8 

form 

2. 

Hospital  Outpatient  or  Other  Clinics 

MA- 

-3 

form 

3. 

Laboratories 

MA- 

■8 

form 

4. 

Neighborhood  Health  Centers 

MA- 

•8 

form 

5. 

Pharmacies 

MA- 

■5 

form 

6. 

Physicians 

MA- 

-7 

form 
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Code 


160000 


160001 


160002 


160030 


160031 


160032 


160003 
160004 
160005 


Section  R 
Part  2 
 Page  1 


Allowable 
Fee 


FEE  SCHEDULE 
FAMILY  PLANNING  AGENCIES 

Service  Description 

Comprehensive  Family  Flanning  Agenci es  (5  compo nents) 

Comprehensive  Visit  (5  components)  -  complete  $  35.00 

initial  or  annual  visits  and  extended  visits 

Routine  Visit  (5  components)  -  follow-up  20.00 
medical  visit 

Minimal  Service  Visit  (5  components)  -  brief  15.00 
medical  or  counseling  service  for  minor 
problem  (this  visit  is  not  to  be  used  for 
resupply  only) 

Medical  and  Counseling  Family  Planning  Agencies  (3  components) 

Comprehensive  Visit  (3  components)  -  complete  31.00 
initial  or  annual  visits  and  extended  visits 

Routine  Visit  (3  components)  -  follow-up  16.00 
medical  visit 

Minimal  Service  Visit  (3  components)   -  brief  11.00 
medical  or  counseling  service  for  minor 
problem  (this  visit  is  not  to  be  used  for 
resupply  only) 

Contraceptive  Supplies  (for  All  Agencies) 

Birth  control  pills  .46 

Saf-T-Coil  IUD  (without  sound)  5.25 

Diaphragm  (including  applicator  and  5.73 
contraceptive  cream  or  jelly) 


160007 


Condoms  (3) 


47 
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Service 
Code 

160009 


160012 
160013 
160014 
160015 
160016 
160017 
160018 
160019 
160020 
160021 
160022 


Service  Description 

Medications  and  injectables  related  to  family 
planning  services  with  the  exception  of 
RHO  (D)  Immune  Globulin  Human  (eff.  7/1/74). 
(The  Department  will  reimburse  for  the  above 
items  (160009)  at  the  clinic's  cost.) 

Cu  7  IUD 

Progestacert-T  (report  required) 
Contraceptive  jelly  (81  gram  with  applicator) 
Contraceptive  jelly  (135  gram  refill) 
Contraceptive  cream  (75  gram  with  applicator) 
Contraceptive  cream  (128  gram  refill) 
Contraceptive  foam  (22  gram  with  applicator) 
Contraceptive  foam  (55  gram  refill) 
Contraceptive  suppositories  (packet  of  12) 
Contraceptive  suppositories  (packet  of  10) 
Lippes  Loop  IUD 


Allowable 
Fee  

I.C. 


$  20.77 
13.50 
3.36 
3.36 
3.36 
3.36 
3.10 
3.81 
3.14 
3.05 
11.67 
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CERTIFIED  FAMILY  PLANNING  AGENCIES 


Name 

Boston  Family  Planning  Program 

Brockton  Family  Planning 

Charles  Circle  Clinic 

Charles  Drew  Family  Life  Center 

Crittenton  Hastings  House 

Dimock  Community  Health  Center 

Fall  River  Family  Planning  Project 

Family  Health  &  Social  Service 
Center,  Inc. 

Family  Planning  Council  of 
Western  Mass.,  Inc. 

Family  Planning,  Inc. 
Merrimack  Valley  Region 

Family  Planning  Project 
Quincy  Community  Action 

Fenway  Community  Health  Center 

Great  Brook  Valley  Health 
Center,  Inc. 

Hahnemann  Hospital 

Hampden  County  Family  Planning 
Clinic 

Harrington  Memorial  Hospital,  Inc. 

Harvard  Street  Neighborhood  Center 

Hubbard  Regional  Hospital-Human 
Services  Center 


Location 
Boston 

Brockton 

Boston 

Boston 

Boston 

Roxbury 

Fall  River 

Worcester 

Northampton 

Lowell 

Quincy 

Boston 
Worcester 

Worcester 
Springfield 

Southbridge 

Dorchester 

Webster 


Effective  Date 

12/07/73 
*(also  07/01/73-09/30/73) 

05/18/76 

02/25/7A 

08/11/75 

02/21/74 

08/25/75 

01/01/74 

04/01/76 


11/22/73 
*(also  07/01/73-09/30/73) 

05/04/76 


01/10/74 

11/01/76 
04/01/76 

07/23/76 
01/28/74 

06/29/76 
03/11/75 
05/24/76 
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Name 

Martha  Eliot  Health  Center 

M.O.C.  Family  Planning 

North  Shore  Regional  Family 
Planning  Council,  Inc. 

Somerville  Women's  Health  Project 

South  End  Community  Health  Center 


Location 
Jamaica  Plain 
Fitchburg 
Danvers 

Somerville 
Boston 


Effective  Date 

09/08/75 

04/12/76 

11/22/73 
*(also  07/01/73-09/30/73) 

12/30/73 

10/05/73 


*Indicates  additional  period  for  approved  billing 
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The  use  of  private  duty  nurses  is  allowable  under  the  Medical  Assistance 
Program  when  appropriately  authorized. 

A  private  duty  nurse  is  defined  as  a  registered  nurse  or  licensed  practical 
nurse  who  independently  contracts  to  give  nursing  care  to  one  patient,  except 
in  emergency  and  other  situations  when  a  private  duty  nurse's  care  is  equally 
divided  between  two  patients  (refer  to  Part  2  of  this  Section,  "Multiple 
Nursing"). 

1 .  Private  Duty  Nurses  in  the  Home  (P. A.)* 

The  need  for  nursing  care  in  the  recipient's  home  or  in  the  home  of  a 
relative  or  friend  and  the  type  of  licensed  nursing  personnel  needed  must 
be  approved  by  the  recipient's  attending  physician.     Such  a  plan  should 
be  mutually  agreeable  to  the  recipient,  physician  and  social  worker.  The 
nursing  orders  shall  be  made  in  writing  and  limited  to  the  attending 
physician.    The  nursing  plan,  including  the  physician's  orders,  shall  be 
submitted  to  the  Regional  Medical  Unit  for  prior  approval  before  nursing 
service  in  the  participant's  home  is  payable. 

2.  Private  Duty  Nurses  in  Acute  Hospitals 

When  a  physician  determines  that  a  patient's  condition  is  such  that  a 
private  duty  nurse  is  necessary  for  care  of  a  patient  the  following  pro- 
cedures shall  be  used: 

The  order  for  the  private  duty  nurse  shall  be  made  in  writing  and  limited 
to  the  attending  physician  or  chief  of  service.  The  order  must  be  accom- 
panied by  the  physician's  signed  statement  of  medical  need,  including 
diagnosis.     The  Department  may  make  special  administrative  arrangements 
with  individual  hospitals  to  implement  the  objectives  of  this  policy. 

3.  Billing 

a.     Private  Duty  Nurses  Paid  by  Hospital. 

The  bill  for  services  shall  include  the  name  of  the  recipient,  the  name 
and  registration  number  of  the  nurse,  the  dates  and  number  of  hours  of 
service  rendered  to  the  recipient,  and  the  name  of  the  physician 
ordering  the  private  duty  nurse. 


*  Prior  Approval  Required 
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The  hospital  shall  certify  on  its  billing  invoice  that  the  special 
duty  nurse(s)  listed  on  the  invoice  was  not  an  employee  of  the 
hospital  during  the  period  of  private  duty  nursing  and  that  the 
private  duty  nursing  was  not  replacing  floor  nurses  customarily 
required  by  the  hospital. 

b.     Private  Duty  Nurse  Silling  WSO  Directly 

The  bill  for  services  shall  include  the  name  and  address  of  the 
recipient,  or  name  of  the  hospital,  the  name  and  registration  number 
of  the  nurse,  the  dates  and  number  of  hours  of  service  rendered  to 
the  recipient,  and  the  name  of  the  physician  ordering  the  private 
duty  nurse. 

The  hospital  shall  also  certify  on  the  nurse's  billing  invoice  that 
the  private  duty  nurse  listed  on  the  invoice  was  not  an  employee  of 
the  hospital  during  the  period  of  private  duty  nursing  and  that  the 
private  duty  nursing  was  not  replacing  nurses  customarily  required 
by  the  hospital . 


c . 


Fees 


The  allowable  fees  paid  to  private  duty  nurses  are  described  and 
listed  in  Part  2  of  this  Section. 
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PRIVATE  DUTY  NURSING  SERVICES  FEE  SCHEDULE 

The  rates  of  payment  allowable  under  this  fee  schedule  are  maximum  allowable  fees 
and  are  full  compensation  for  private  duty  nursing  services  as  well  as  for  any 
administrative  or  supervisory  duties  related  to  patient  care.     In  no  event  shall 
a  provider  claim  or  be  paid  an  amount  in  excess  of  his  usual  charge  for  services 
furnished  to  patients  other  than  Medical  Assistance  recipients. 


Service  Allowable 
Code  Procedure  Description  Fee  

1 .  Daily 

Consecutive  8-hour  shift  (When  the  nurse  works  less 
than  the  scheduled  8  hours  for  personal  reasons, 
payment  should  be  prorated  on  the  basis  of  the  daily- 
fee  for  the  number  of  hours  worked.) 

191001  Registered  Nurse  $  64.65 

191002  Licensed  Practical  Nurse  51.70 

2 .  Hourly 

To  be  used  only  when  employment  is  specifically 
requested  on  an  hourly  basis.     Not  to  exceed  the 
daily  fee. 

191014  Registered  Nurse  8.10 

191015  Licensed  Practical  Nurse  6.50 
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Service 
Code 


191007 
191008 

191016 
191017 
191013 


Procedure  Description 

3 .  Multiple  Nursing 

These  fees  apply  to  emergency  situations  in  which  the 
services  of  a  private  duty  nurse  are  not  available  on 
an  individual  patient  basis,  and  to  a  consecutive 
8-hour  schedule  with  nursing  care  divided  equally 
between  two  patients,   to  the  extent  feasible.  When 
only  one  of  the  patients  is  a  Medical  Assistance 
recipient,   the  fee  for  service  to  the  recipient  shall 
be  one-half  of  the  appropriate  fee  listed  below. 

Registered  Nurse  (2  recipients) 

Licensed  Practical  Nurse  (2  recipients) 

4 .  Live-In  Nursing 
Registered  Nurse  (24  hours) 
Licensed  Practical  Nurse  (24  hours) 

5 .  Exceptional  Circumstances  or  Unlisted  Service 


Allowable 
Fee 


$  97.00 
77.60 

98.20 
78.80 
I.C.* 


*Individual  consideration 
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Introduction 

Medical  care  under  General  Relief  is  available  to  persons  who  meet  the  eligibility 
requirements  stated  under  Chapter  I,  Section  D,         iJTTTiv.trT»--^ie>r>rnF>  ^r^-m^iL  pxce^  ±h* 
general^ Ra^4>- f  budgetary  stap4*H°fjQ  fltiat-^ — rn-fM-wipfr&r  JV,     Medical  services  avail- 
able under  General  Relief  are  those  services  within  the  scope  of  the  Medical  Care 
Plan.    The  need  for  the  provision  of  any  of  these  services  must  be  certified  in 
writing  by  a  doctor  of  medicine,  cjU^XJc  f  ,  pod  /tCkof,  b^tbjnstu^f  otitefautfci? 

General  Relief  recipients  and  applicants  are  to  be  informed  of  the  scope  of  medical 
services  and  the  requirement  for  certification  of  medical  need.    Each  Welfare 
Service  Office  should  follow  the  certification  process  outlined  below  subject  to 
modification  based  on  local  circumstances. 


Eligibility 

Eligible  persons  receiving  care  under  this  Chapter  must  meet  the  eligibility  require- 
ments stated  under  Chapter  I,  Section  D,  <n*d  wfae»e  h0Oq  nn+.  Q^>cns7=i  kko  q^^cn^i 
R^TTtrj^iid^tary  s"frandarda  -ao  ataLbd— in- Chapter  ■!¥•. 


Persons  eligible  for  medical  care  or  services  under  the  Medical  Assistance  program 
are  not  eligible  for  medical  care  or  services  under  this  program. 

Attending  Physician  ,  Dentist  j  fhdx'a^r,  st  ^fUy^LC^T   !       '  W^£^0r' 

^-sldS^ 

dentist,  podiatrist.  opto„etrist  or  chiroprscSi!""8  *  "  °f  medi°lne' 

Hospital  Care 

Payment  for  hospital  care  will  not  be  made  to  a  hospital  when  a  person  who  is  not 
a  resident  of  Massachusetts  entered  the  Commonwealth  for  the  express  purpose  of 
receiving  hospital  care. 

The  Department  shall  pay  only  for  necessary  care  as  certified  by  the  attending 
physician  on  the  appropriate  billing  form  and  only  after  the  applicant  is  found 
eligible  for  assistance  under  the  General  Relief  program. 

Rates  of  payment  shall  be  consistent  with  rates  as  certified  by  the  Rate  Setting 
Commission. 

The  Department's  liability  for  hospital  care  shall  be  retroactive  for  a  period  not 
exceeding  thirty  (jSO)  days  prior  to  date  of  application  for  an  eligible  person.  A 
medical  institution  may  make  an  application  under  this  Chapter  only  if  the  applicant 
is  disabled  and  unable  to  do  so,  and  has  no  available  relative  to  apply  in  his 
behalf,  but  in  no  way  shall  the  institution  be  granted  rights  which  supersede  the 
rights  of  the  applicant. 
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Vendor  Payments 

All  payments  for  medical  care  under  this  section  are  to  be  vendor  payments  in 
accordance  with  current  fiscal  procedures. 

An  intern,  resident,  fellow  or  salaried  staff  in  a  hospital  shall  not  be  eligible 
for  payment  on  a  fee  for  service  basis  under  this  regulation. 

Certification  Procedure 

1.  An  applicant  or  recipient  should  be  informed  that  medical  services  are 
available  only  after  certification  of  medical  need  by  a  doctor  of 
medicine,  dentist,  podiatrist,  optometrist,  or  chiropractor. 

2.  The  licensed  practitioner's  certification  shall  be  in  the  form  of  a 
statement  to  the  effect  HI  hereby  certify  in  accordance  with  General 
Law,  Chapter  117,  Section  1  that  the  medical  service  ordered  is 
necessary  for  the  health  of  the  patient". 

3*    Where  inpatient  care  in  an  acute  hospital  has  been  certified  as  medi- 
cally necessary  by  a  physician  of  the  CHAMP  utilization  review  pro- 
gram, such  certification  shall  be  deemed  to  meet  the  requirements  of 
General  Law,  Chapter  117,  Section  1,  and  no  further  physician  certifica- 
tion is  required. 
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Eligible  Chair  Car  Providers 
The  following  eligible  chair  car  providers  are  listed  alphabetically  by  location. 


NAME 

Wheelchair  ^taou lance  Service 

Armstrong  Ambulance  Service 

King  Ambulance  &  Oxygen  Service 

Perry  Ambulance  Service 

Stavis  Ambulance  Service 

Lyons  Ambulance  Service 

Handy  Cabs  of  Massachusetts  Inc. 

Fall  River  Chair  Car  Service 

Chaulk  Ambulance  Service 

Shanahan  Ambulance  Service  Inc. 

Melanson  Limousine  Service 

Para  Medic  Ambulance  Service 

Marlboro -Hudson  Ambulance  Service  Inc. 
(DBA  Medi  Van  Wheelchair  Service) 

Brewster  Ambulance  Service 

Trl  City  Medi  Van 

Transportation  Management 

Corcoran  Ambulance  Service 

Hand!  Van  of  Lowell 


LOCATION 

All 8 ton 

Arlington 

Attleboro 

Attleboro 

Brook line 

Danvere 

Dorchester 

Fall  River 

Framlngham 

Haverhill 

Holbrook 

Hoi yoke 

Hudson 

Jamaica  Plain 

Leominster 

Lexington 

Lexington 

Lowell 


EFFECTIVE  DATE 
10/06/75 
05/08/75 
11/07/75 
11/10/75 
10/01/75 
04/25/75 
10/01/75 
02/19/76 
02/28/75 
05/07/75 
05/12/75 
04/11/75 
10/20/74 

02/10/76 
09/29/75 
12/22/75 
01/14/76 
09/15/75 
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Eligible  Chair  Car  Providers 
The  following  eligible  chair  car  providers  are  listed  alphabetically  by  location. 


NAME 

LOCATION 

EFFECTIVE  DATE 

Medic  Bus  Service 

Lowell 

12/05/75 

Ambulette  Inc. 

Lynnficld 

08/08/75 

Bay  State  Ambulance  Service 

Maiden 

03/01/76 

Norfolk -Bristol  Country  Ambulance 

Mansfield 

10/15/75 

Fallon  Ambulance  Service  Inc. 

Milton 

05/09/75 

Med i- Van  Service  Inc. 

Northampton 

04/11/75 

Roy's  Cabu lance  Service 

Plttsfield 

10/01/74 

roresc  ratK  Amouiance,  inc. 

opringr leio 

Gold  Cross  Eastern  Ambulance  Service,  Inc. 

Springfield 

10/01/74 

Courtesy  Ambulance  Service,  Inc. 

Springfield 

04/11/75 

Wheelchair  Transit,  Inc. 

Stoughton 

04/07/75 

Medicab  of  Massachusetts  Bay,  Inc. 

Weston 

10/01/74 

Worcester  Ambulance  Service 

Worcester 

01/06/75 

Scott-McAvoy    Ambulance  Service 

Worcester 

03/26/75 
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FREE-STANDING  MENTAL  HEALTH  CENTERS 


Free-Standing  Mental  Health  Centers 

1.  A  free-standing  mental  health  center  is  a  community-based  ambulatory  clinic 
which  provides  mental  health  services  for  children  and  adults.    All  free-stand- 
ing mental  health  centers  have  a  multi-discipline  staff  consisting  of  the 
following  individuals  in  accordance  with  the  Conditions  of  Participation  for 
Psychiatric  Clinics: 

a.  a  psychiatrist 

b.  a  psychiatric  social  worker 

c.  a  clinical  psychologist 

d.  a  psychiatric  nurse  (optional) 

2.  Mental  health  services  may  also  be  provided  by  students  in  certain  accredited 
graduate  school  programs. 

3.  All  free-standing  mental  health  centers  must  meet  the  Conditions  of  Participa- 
tion for  Psychiatric  Clinics  and  must  be  certified  by  the  Medical  Division  of 
the  Department. 

Description  of  Services 

1.  If  an  adult  or  a  child  feels  unusually  upset  or  disturbed  by  an  emotional, 
social  or  personal  problem,  he  may  seek  help  at  a  free-standing  mental  health 
center.    A  person  may  request  treatment  himself  or  may  be  referred  by  another 
such  as  a  physician,  social  worker,  friend  or  relative.    All  free-standing 
mental  health  centers  offer  comprehensive  ambulatory  mental  health  services, 
which  include  emergency  care,  evaluation,  case  consultation,  and  therapy  for 
an  individual,  family  or  group.    One  of  the  center's  staff  will  assess  the 
client's  problems  using,  if  necessary,  psychological  testing.     If  a  client  is 
involved  in  continuing  therapy,  a  multi-discipline  team  will  periodically  re- 
view the  client's  record. 

2.  The  purpose  of  the  mental  health  treatment  is  to  enable  the  individual  to 
achieve  a  satisfactory  level  of  functioning  and  to  prevent  an  acute  condition, 
prolonged  mental  illness,  or  possible  hospitalization.    Early  detection  of  a 
mental  health  problem  and  referral  to  a  free-standing  mental  health  center 
will  facilitate  treatment. 

Psychological-  Testing 

Psychological  testing  may  be  provided  according  to  the  standards  and  fee  schedules 
in  Section  M,  Parts  1  and  2  of  this  chapter.    Whenever  testing  services  are 
performed,  no  other  fee  on  that  day  is  reimbursable.    Each  day  of  testing  is 
reported  as  one  session  in  the  client's  record. 
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Recording 


There  must  be  problem  -  oriented  progress  notes  in  the  client's  record  of  each 
session  which  is  billed  to  the  Department.    Following  the  first  session  or  at 
latest  following  the  third  session,  and  before  any  request  for  continuing  treat- 
ment, the  therapist  providing  treatment  must  fill  out  a  Pace  Sheet,  Problem  List, 
and  Treatment  Plan  for  each  client.    The  Treatment  Plan  shall  include  information 
regarding  changes  in  the  client's  functioning  and  accompanying  changes  in  goals 
and  treatment. 

Approval  for  Continuing  Treatment 

1.  A  request  for  approval  is  required  for  treatment  continuing  beyond  six  months 
or  beyond  ten  sessions  in  a  given  year.    The  request  for  approval  must  be 
submitted  to  the  Department  by  the  therapist  providing  treatment  and  must 
include  the  following: 

a.  copies  of  the  client's  Pace  Sheet,  Problem  List,  Treatment  Plan,  and  Treat- 
ment Log 

b.  brief  social  history 

c.  medical  history  (physical  and  psychiatric) 

d.  present  medications  and  previous  institutionalization 

e.  justification  for  continuing  treatment 

f .  expected  length  and  type  of  treatment 

g.  date  of  first  interview 

h.  the  client's  Medicaid  Identification  Number 

i.  the  name  and  vendor  number  of  the  mental  health  center 

2.  The  patient's  name  and  Medicaid  number  may  be  deleted  from  the  request  material 
when  necessary  to  preserve  confidentiality.    A  clinic  identification  number 
can  be  used  in  place  of  the  client's  name  and  Medicaid  number  as  long  as  the 
clinic  is  able  to  match  this  number  with  the  patient's  Medicaid  number  for 
audit  purposes.    All  requests  for  approval  must  be  sent  directly  to  the  Depart- 
ment of  Public  Welfare,  600  Washington  Street,  Boston,  Massachusetts  02111, 
Attention:    Mental  Health  Services,  Medical    Division,  Room  611.    A  copy  of 
the  decision  will  be  mailed  directly  to  the  mental  health  center..    An  approval 
for  continuing  treatment  will  state  the  number  of  sessions  approved  before 
another  request  is  necessary. 

Prior  Approval  for  Psychoanalysis,  Chemical  or  Electro-shock t  or  Hypnotism 

Prior  approval  is  required  for  treatment  in  the  form  of  psychoanalysis,  chemical 
or  electro-shock,  or  hypnotism.    The  request  for  prior  approval  must  be  sent 
directly  to  the  Department  of  Public  Welfare,  600  Washington  Street,  Boston,  Mass. 
02111,  Attention:  Mental  Health  Services,  Medical    Division,  Room  611.    The  informa- 
tion necessary  for  prior  approval  shall  include  justification  for  treatment  and 
the  same  information  as  required  for  approval  of  continuing  treatment. 
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Billing 


1.  Refer  to  Section  A  of  this  Chapter  for  general  billing  procedures. 

2.  All  free-standing  mental  health  centers  must  use  the  MA-8  form  in  billing  the 
Department. 

3.  Each  group  therapy  session  for  participating  MA  clients  must  be  reported  in 
their  records  and  is  credited  as  one  session  toward  each  client's  total  number 
of  sessions. 

4.  When  billing  for  psychological  testing,  use  the  fee  schedule  in  Section  M, 
Part  2  of  this  Chapter. 
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The  maximum  allowable  fees  for  mental  health  services  provided  by  a  certified  free- 
standing mental  health  center  are  as  follows: 

Group  I;    Unit  of  service  ■§■  hour 

Unit  charge  -  $15.00  per  \  hour 


Procedure  Code 


134001 
134002 
134003 
134004 
134005 


134010 
134011 
134012 
134013 
134014 


134020 
134021 
134022 
134023 
134024 


134030 
134031 
134032 
134033 
134034 


*Refer  to  footnote  on  page  2. 


Description  of  Group  I  Service 

Diagnostic  Services  (maximum  -  four  sessions, 

four  units  maximum  per 
session) 

provided  by  a  psychiatrist 

provided  by  a  psychologist  (M.A. ) 

provided  by  a  psychiatric  social  worker  (M.S.W.) 

provided  by  a  psychiatric  nurse  (M.S.) 

provided  by  a  trainee  in  an  accredited  Master's 

program  of  one  of  the  above  disciplines 

Individual  Therapy  (two  units  maximum  per  session) 

provided  by  a  psychiatrist 

provided,  by  a  psychologist  (M.A.) 

provided  by  a  psychiatric  social  worker  (M.S.W.) 

provided  by  a  psychiatric  nurse  (M.S.) 

provided  by  a  trainee  in  an  accredited  Master's 

program  of  one  of  the  above  disciplines 

Family  Therapy  (four  units  maximum  per  session) 

provided  by  a  psychiatrist 

provided  by  a  psychologist  (M.A.) 

provided  by  a  psychiatric  social  worker  (M.S.W.) 

provided  by  a  psychiatric  nurse  (M.S.) 

provided  by  a  trainee  in  an  accredited  Master's 

program  of  one  of  the  above  disciplines 

Case  Consultation  (two  units  maximum  per  session) 

provided  by  a  psychiatrist 

provided  by  a  psychologist  (M.A.) 

provided  by  a  psychiatric  social  worker  (M.S.W.) 

provided  by  a  psychiatric  nurse  (M.S.) 

provided  by  a  trainee  in  an  accredited  Master's 

program  of  one  of  the  above  disciplines 
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Group  II:    Unit  of  service  -  1^-  hours 

Unit  charge  -  $10.00  per  1^-  hours  for  one  Medical  Assistance  recipient 
Maximum  number  of  publicly-aided  clients  in  a  group  -  six 
One  unit  maximum  per  session 

Procedure  Code  Description  of  Group  II  Service* 

Group  Therapy 

134040  provided  by  a  psychiatrist 

134041  provided  by  a  psychologist  (M.A.) 

134042  provided  by  a  psychiatric  social  worker  (M.S.W.) 

134043  provided  by  a  psychiatric  nurse  (M.S.) 

134044  provided  by  a  trainee  in  an  accredited  Master's 

program  of  one  of  the  above  disciplines 

Group  III;    Unit  of  service  -  one  hour 

Unit  charge  -  $25.00  per  hour 

Procedure  Code  Description  of  Group  III  Service* 

134060  Psychoanalysis 

134061  Chemical  Shock 

134062  Electroshock 

134063  Hypnosis 
134070  Other  Situations 

Group  17* 

Free-standing  mental  health  clinics  will  bill  for  psychological  testing  at  the  rates 
established  for  these  services  in  Section  M,  Part  2,  Page  1. 

Group  V 

Procedure  Code  Description  of  Group  V  Service  Fee 

134064  Medication  Visit  (lOmin. )  provided  $5.00 

by  a  psychiatrist 

*N0TE;    Prior  approval  is  required  after  ten  sessions  or  six  months  of  treatment. 

The  period  of  treatment  (ten  sessions  or  six  months,  whichever  comes  first) 
may  be  made  up  of  only  four  sessions  of  diagnostic  services,  and  any 
portion  of  individual,  family  and  group  therapy,  case  consultation  and 
psychological  testing. 

For  requirements  of  health  report  necessary  for  continuing  treatment,  see 
Section  U,  Part  1,  Page  2. 
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Certified  Free  -  Standing  Mental  Health  Centers 


The  Certified  Free-Standing  Mental  Health  Centers  below  are  listed  alphabetically 
by  location. 


NAME 

Attleboro  Mental  Health  Center 

Beaverbrook  Guidance  Center 

Language  and  Cognitive  Development  Center 

Putnam  Children's  Center 

East  Boston-Winthrop  Clinic 

Laboure  Center 

Brookline  Mental  Health  Center 
Cambridge  Guidance  Center 
Walden  Clinic 

Martha's  Vineyard  Mental  Health  Center 
Greater  Fall  River  Mental  Health  Center 
North  Central  Mental  Health  Center 
Touth  Guidance  of  Greater  Fraraingham 

Trinity  Mental  Health  Center 

The  Cape  Ann    Children  &  Family  Center 

Franklin  County  Mental  Health 

South  Shore  Counseling  Associates  Inc. 

Northeastern  Essex  Child  Guidance  Center 

Holyoke-Chicopee-Northampton  Area  Mental 
Health  Center 

Greater  Lawrence  Guidance  Center 
Mystic  Valley  Mental  Health  Center 


LOCATION 
Attleboro 
Belmont 
Boston 
Bos  ton 

Boston,  (East) 

Boston,  (South) 

Brookl ine 

Cambridge 

Cone ord 

Edgar town 

Fall  River 

Fitchburg 

Framlngham 

Framingham 

Gloucester 

Greenfield 

Hanover 

Haverhill 

Holyoke 

South  Lawrence 
Lexington 


EFF.  DATE 

10/11/74 

5/1/74 

7/1/74 

pending 

6/13/74 

5/1/74 

5/8/74 

5/1/74 

5/1/74 

10/10/74 

5/1/74 

5/1/74 

5/30/74 

5/1/74 

5/1/74 

5/8/74 

6/1/74 

5/1/74 

5/1/74 

5/8/74 
5/1/74 
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Certified  Free  -  Standing  Mental  Health  Centers 


NAME 

LOCATION 

EFF.  DATE 

Blackstone  Valley  Adult  Counseling  Service 

Linwood 

5/8/74 

Tri-City  Mental  Health  Center 

Maiden 

5/1/74 

Marlborough  Mental  Health  Clinic 

Marlborough 

5/1/74 

Eastern  Middlesex  Guidance  Center 

Melrose 

7/15/74 

New  Bedford  Mental  Health  Center 

New  Bedford 

5/1/74 

Newton  Mental  Health  Center 

Newton 

5/16/74 

Northern  Berkshire  Counseling  Center 

North  Adams 

9/23/74 

Leslie  B.  Cutler  Clinic 

Norwood 

5/1/74 

Berkshire  Mental  Health  Center 

Pittsfield 

5/1/74 

South  Shore  Mental  Health  Center 

Quincy 

5/1/74 

North  Shore  Mental  Health  Center 

Salem 

5/16/74 

Child  Guidance  Clinic  of  Springfield 

Springfield 

9/18/74 

Community  Care  of  Springfield 

Springfield 

10/22/74 

Youth  Adult  Program 

Spr ingf ield 

10/22/74 

Wellesley  Human  Relations  Service 

Welles  ley 

7/15/74 

Westfield  Child  Guidance  Clinic 

Westfield 

5/1/74 

Worcester  Youth  Guidance  Center 

Worcester 

5/16/74 
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SPECIAL  SERVICES  FOR  CHILDREN 


I.    INTRODUCTION- PROJECT  GOOD  HEALTH 

These  are  interim  regulations  that  are  subject  to  modification  at  a  later  date. 

A.  Definition 

Project  Good  Health  is  a  program  which  does  the  following: 

1.  Encourages  approved  applicants  for  MA  who  are  under  twenty-one  (21) 
years  of  age  to  utilize  comprehensive  and  preventive  health  care 
services. 

2.  Assures  the  timely  availability  of  such  services. 

3.  Assists  eligible  clients  to  avail  themselves  of  these  services. 

B.  Legal  Basis 

Title  XIX  of  the  Social  Security  Act  requires  that  all  states  have  a 
program  of  Early  and  Periodic  Screening,  Diagnosis  and  Treatntsnt  (EPSDT). 
In  Massachusetts  the  EPSDT  effort  is  known  as  Project  Good  Health  (PGH). 

C.  Program  Objectives 

The  objectives  of  PGH  are: 

1.  Identification  of  eligible  persons  not  receiving  regular  health  care 
services. 

2.  Early  detection  and  prompt  treatmsnt  of  health  problems  before  they 
become  chro;tie  or  irreversible. 

3.  Client  awareness  of  the  importance  of  preventive  health  care  services 
and  dental  care  as  components  of  comprehensive  health  care. 

4.  The  routine  use  of  existing  preventive  health  care  services,  including 
dental  care,  through  the  Department's  efforts  in  the  areas  of 
outreach,  client  education  and  publicity. 

5.  Incorporation  of  routine  and  preventive  health  care  services  in  the 
existing  medical  end  dental  care  delivery  systems. 
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D.    Massachusetts  PGH  Philosophy 

On-going  comprehensive  medical  and  dental  care  are  essential  in  the 
maintenance  or  the  achievement  of  an  individual's  good  health.    PGH  is  a 
recognition  of  the  Department's  responsibility  to  promote  this  concept 
for  eligible  clients. 

In  Massachusetts  we  believe  in  the  concept  of  comprehensive  health  care. 
To  us  comprehensive  health  care  goes  beyond  screening  and  treatment.  It 
encompasses  an  on-going  patient  physician  relationship.    There  are  many 
different  types  of  comprehensive    health  care  providers  (physicians  in 
private  practice,  health  centers,  clinics,  etc.)  capable  of  delivering 
PGH  services.    These  various  providers  offer  the  advantage  and  conven- 
ience of  "one- stop"  medicine  in  that  they  screen  and  treat  most  health 
problems  without  the  need  for  a  referral  to  another  provider.    Dental  care, 
eye  glasses,  and  other  specialty  services  are  usually  referred  to 
appropriate  providers  of  those  services. 

A  further  advantage  of  comprehensive  health  care  is  personalized  care 
from  a  provider  with  whom  a  child  or  young  adult  can  identify  for  PGH 
services  and  most  of  his  or  her  other  medical  needs.    Complete  medical 
records  are  maintained  by  the  comprehensive  health  care  provider  and  are 
readily  available. 

II.  DEPARTMENT  RESPONSIBILITIES 

A.    The  Medical  Division 

1.    Assuring  the  Availability  and  Delivery  of  PGH  Services 

The  Medical  Division  is  required  to  assure  the  timely  availability  of 
PGH  health  care  services  which  include    comprehensive  health  assess- 
ments, screening,  diagnosis  and  treatment. 

The  Medical  Division  arranges  formal  agreements  with  physicians, 
health  centers,  and  clinics.  The  formal  agreements  require  the 
providers  to  perform  the  following: 

a.    Administer  to  approved  applicants  and  recipients  of  MA  who  are 
under  twenty-one  (21)  years  of  age,  continuous  and  comprehensive 
medical  care  according  to  the  Massachusetts  Chapter  of  the 
American  Academy  of  Pediatrics  guidelines  for  PGH  including  the 
following  screening  procedures  appropriate  to  a  child's  or  young 
adult's  age  and  medical  history: 
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(1)  Medical  history 

(2)  Inspection  of  physical  growth,  height  and  weight  (blood 
pressure  for  children  over  age  three  (3)) 

(3)  Developmental  assessment  including  examinations  of  eye /hand 
coordination,  gross  motor  function,  motor  skills,  speech 
development,  behavior  development 

(4)  Unclothed  physical  examination 

(5)  Examination  of  ear,  nose,  mouth,  and  throat 

(6)  Nutritional  status 

(7)  Vision  testing 

(8)  Hearing  test  by  audiometer  on  children  over  age  four  (4) 

(9)  Blood  test  for  anemia  (hematocrit  or  hemoglobin) 

(10)  Sickle  Cell  test,  only  once  (if  indicated  by  ethnicity) 

(11)  Tuberculosis  test 

(12)  Urinalysis  for  albumin,  microscopy,  (culture  for  females) 

(13)  Blood  lead  test  (children  from  one  (1)  to  six  (6)  years) 

(14)  Immunization  appropriate  to  a  child's  age  to  include  protec- 
tion against  diphtheria,  pertussis,  tetanus,  polio,  mumps, 
measles,  and  rubella 

(15  )   Dental  examination  and  referral  to  a  dentist 

b.  Provide  referral  for  screening  services  which  he  or  she  does  not, 
or  cannot, regularly  perform  within  the  scope  of  the  practice. 

c.  Provide  any  necessary  diagnostic  or  treatment  services  or  make 
referral  for  those  services. 

d.  Assure  that  all  referral  appointments  are  made  within  sixty  (60) 
days  of  initial  screenings.    In  cases  where  the  client  displays 
an  inability  to  keep  a  referral  appointment,  the  provider  will 
notify  the  PGH  specialist  in  the  appropriate  WSO/CSC  for  the 
necessary  follow-up. 

e.  Maintain  medical  records  which  reflect  all  dates  and  degrees  of 
service  including  findings  from  referrals  and  documentation  of 
any  requests  for  assistance  from  PGH  specialists.  Medical 
records  must  remain  consistent  with  Medical  Assistance  medical 
records  policy  (Refer  to  Section  B,  part  4  of  this  Chapter). 
Medical  records  must  be  accessible  and  clearly  able  to  show 
Department  compliance  with  Federal  requirements. 

f.  Notify  individual  patients  of  the  timeliness  of  return  visits 
for  health  maintenance  examinations  and  screenings. 
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2.     Informing  Eligible  Persons 

Program  regulations  mandate  that  all  eligible  persons  be  routinely 
informed  and  advised  of  the  availability  of  PGH  services.    While  each 
WSO/CSC  Informs  eligible  persons  of  PGH  services,  the  M»dical  Division 
regularly  Informs  eligible  AFDC  recipients  by  mailing  PGH  notifica- 
tions.   Notifications  are  mailed  to  f ami  lies within  the  calendar  quarter 
in  which  the  family  is  added  to  the  Master  Recipient  File. 

PGH  notifications  are  also  mailed  to  all  AFDC  and  MA  under  twenty-one 
(21)  eligible  persons  on  an  annual  basis. 

Notifications  from  the  Medical  Division  clearly  describe  PGH  services 
and  offer  to  provide  or  to  arrange  for  the  provision  of  health  care 
services. 

Notifications  sent  to  the  eligible  persons  provide  an  explanation  of 
the  comprehensive  nature  of  the  program  including: 

a.  The  general  nature  of  preventive  health  care  services  for 
seemingly  well  individuals  and  the  benefits  of  the  services 
offered. 

b.  The  recommended  examinations  and  screenings. 

c.  The  periodic  nature  of  the  health  care  services. 

d.  Indication  that  diagnostic  and  treatment  services  determined 
necessary  as  a  result  of  the  health  examination  are  available 
under  the  Medical  Assistance  program. 

e.  How  PGH  services  can  be  obtained,  including  arrangements  that  will 
be  made  to  provide  such  services  or  assist  the  family  or  individual 
in  securing  these  services  and  an  offer  of  transportation  to 
health  care  services  when  disability  or  other  medical  factors 
indicate  transportation  (Refer  to  Section  Q  of  this  Chapter). 

f.  The  availability  of  information  identifying  public  and  private 
health    care  providers  that  are  accessible  to  the  eligible 
persons  and  are  participating  in  the  Medical  Assistance  program. 

g.  The  right  of  persons  to  request  assistance  in  availing  themselves 
of  PGH  services. 
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B.  Assistance  Payments  Division 

Refer    to  Chapter  II,  Section  A  of  the  PA  Policy  Manual,    and  6  CHSR 
303.41. 

C.  Social  Services  Division 

Refer    to  Chapters  II  and  III  of  the  Social  Service  Policy  Manual  under 
Health- Related  Services. 

D.  Project  Good  Health  Specialist 

Project  Good  Health  specialists  are  located  In  each  of  the  Department's 
Community  Service  Area  (CSA)  offices. 

The  PGH  specialists  shall,  under  the  administrative  supervision  of  the  CSA 
Director  and  program  direction  of  the  Medical  Division,  carry  out  the 
following  program  activities: 

1.  Inventory  and  survey  all  available  providers  of  PGH  services  and: 

a.  assess  a  provider's  suitability  as  a  PGH  provider 

b.  forward  the  names  of  all  potential  PGH  providers  to  Medical 
Division  in  Central  Office 

c.  serve  as  program  liason  between  Medical  Division  and  providers 
in  the  area. 

2.  Provide  outreach  and  assistance  to  eligible  clients  to  promote 
Project  Good  Health  and  facilitate  their  participation  in  the  program. 

The  PGH  specialist  shall  call  providers  with  whom  clients  have  either 
made  initial  appointments  or  indicated  intent  to  do  so  (or  call 
clients)  in  order  to  determine  that  health  care  services  were 
delivered  within  a  sixty  (60)  day  period.    If  services  are  not 
delivered,  the  PGH  specialist  will  determine  the  reasons     for  the 
delay  and  take  appropriate  action. 

In  cases  where  clients  have  initially  expressed  no  interest  in  PGH, 
the  specialist  will  contact  clients  directly  or  indirectly  and 
promote  program  participation,  by  explaining  the  benefits  of  preven- 
tive, comprehensive  health  care. 


Trans,  by  MA  Letter  151 


I 


Massachusetts  Public  Assistance  Policy  Manual 


Chapter  VII  MEDICAL  CARE  PLAN  Section  V 

Part  1 

 SPECIAL  SERVICES  FOR  CHILDREN  Page  6 

3.  Provide  follow-up  on  notifications  from  providers  who  have  referred 
clients  for  further  care  and  who  feel  that  a  particular  client  may 
need  support  or  assistance  in  order  to  keep  the  referral  appointments. 

4.  Identify  and  classify  eligible  children  and  young  adults. 

a.  Collect  PGH-21  forms  and  relevant  SOC-7  forms  when  they  have  been 
completed  in  the  WSO.    The  PGH-21  form  and  SOC-7  are  both 
completed  by  the  Assistance  Payments  worker  at  the  time  of  initial 
application  or  redetermination.    In  some  cases  the  Form  PGH-21  is 
completed  by  the  Social  Service  worker.     (The  SOC-7  (Information 
or  Referral  Communication)  is  sent  to  a  Social  Service  worker  for 
medical  or  other  reasons). 

b.  Classify  forms  into  three  (3)  categories: 

(1)  children  or  young  adults  who  are  eligible  and  presently 
receiving  health  care  services. 

(2)  children  or  young  adults  who  are  eligible  and  who  have 
requested  and  received  information  about  (or  assistance  in) 
PGH  from  WSO  staff  (AP  and  SS  workers). 

(3)  children  or  young  adults  who  are  eligible,  who  are  not 
receiving  regular  health  care  services,  and  who  have  expressed 
no  interest  in  the  PGH  program. 

5.  Establish  a  reporting  and  follow-up  system  in  order  to  ensure  the 
delivery  of  health  care  services  within  a  reasonable  amount  of  time, 
not  to  exceed  sixty  (60)  days. 

6.  Establish  a  filing  system  containing  copies  of  the    PGH-21  forms  and 
relevant  SOC-7  for  purposes  of  reporting  and  follow-up.  Documentation 
will  be  readily  accessible  for  program  review. 

7.  Establish  and  maintain  contacts  with  the  various  community  agencies 
which  provide  social,  educational  and  medical  services  to  children 
and  young  adults. 

III.  SERVICES  COVERED 

Beyond  the  list  of  mandated  health  assessment  services  listed  in  this  section, 
a  broad  range  of  other  health  assessment,  diagnostic  and  treatment  services 
are  offered.    Refer  to  the  appropriate  manual  and  Fee  Schedules  for  a  descrip- 
tion of  all  reimbursable  health  care  services. 
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IV.  PROVIDER  ELIGIBILITY 

Providers  such  as  physicians,  clinics,  health  centers,  and  dentists  who  have 
been  offering  comprehensive  health  or  dental  care  to  eligible  persons  and 
have  been  collecting  reimbursement  are  eligible  PGH  providers.    They  may 
continue  to  bill  at  their  approved  current  rates, 

V.  BILLING 

Refer  to  appropriate  Fee  Schedules  and  to  Section  A  of  this  Chapter  for 
general  billing  procedures. 

VI.  MASSACHUSETTS  ACADEMY  OF  PEDIATRICS  PROTOCOL 

The  following  is  a  summary  of  the  Massachusetts  Chapter  of  the  American 
Academy  of  Pediatrics  Protocol  for  preventive  or  health  maintenance  care  for 
children  and  young  adults.    This  standard  constitutes  the  minimum  level  of 
care  acceptable  by  the  Department. 
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Evaluation  and  Treatment  of  Children  Eligible  for  MA  According  to  the  Massachusetts 
Special  Education  Law,  Chapter  766 

I.    The  Special  Education  Law 

Chapter  766  of  the  Acts  of  1972  is  a  comprehensive  special  education  law 
which  requires  that  local  school  agencies  develop  and  implement  individual 
education  plans  for  children  with  special  needs.    The  law  mandates  that 
every  child  between  the  ages  of  three  and  twenty-one  who  has  special  needs 
should  take  part  in  a  special  education  program.    Any  child  entering  kinder- 
garten should  have  a  comprehensive  health  and  developmental  examination.  Any 
student  between  the  ages  of  three  and  twenty-one  who  is  having  school-related 
problems,  will  be  referred  to  the  school's  Administrator  of  Special  Education 
to  obtain  all  necessary  assessments,  including  medical,  psychological,  and 
other  specialty  evaluations.    Based  on  the  results  of  these  assessments,  an 
individualized  education  plan  will  be  developed  with  an  emphasis  on  meeting 
the  needs  of  all  children  within  the  regular  classroom  setting.    In  addition, 
any  problems  which  may  have  been  diagnosed  must  receive  treatment. 

II.    MA  Reimbursement 

Many  of  the  evaluation  and  treatment  services  required  by  the  Special  Education 
Law  are  covered  under  the  Department 1  s  MA  Program.    MA  cannot  pay  for  services 
provided  by  school  personnel.    Any  services  not  provided  by  MA  vendors,  such 
as  educational  and  social  services,  which  are  necessary  for  an  eligible  child's 
special  education  will  be  provided  by  or  arranged  for  by  the  local  school 
agency,  as  mandated  under  Chapter  766. 

A.  Reimbursement  to  Individual  MA  Providers 

The  Department  will  reimburse  eligible  providers  for  services  to  eligible 
children  which  are  mandated  by  the  Special  Education  Law.  Reimbursement 
will  be  based  on  the  existing  fee  schedules.    For  instance,  the  Department 
will  reimburse  for  complete  physical  examinations  of  kindergarten  age  child- 
ren required  by  Chapter  766  if  the  eligible  child  is  referred  to  a  pediatri- 
cian or  health  clinic  which  participates  in  the  MA  program. 

As  required  under  the  law,  an  MA  provider  who  performs  any  assessments  of 
eligible  children  after  referral  by  an  Administrator  of  Special  Education 
must  submit  the  reports  to  the  local  3chool  agency.  The  MA  provider  must 
also  take  the  responsibility  for  treatment  of  detected  conditions. 

B.  Reimbursement  to  a  MA  Core  Evaluation  Group 

The  Department  will  reimburse,  at  a  comprehensive  rate,  approved  multi- 
discipline  professional  groups  or  approved  medical  facilities  which  perform 
the  medical,  psychological,  and  family  assessments  of  a  Chapter  766  full 
core  evaluation. 
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The  MA  Core  Evaluation  Group  must  perform  all  assessments  at  one 
site  except  for  home  or  school  visits.    All  assessments  must  be  made 
as  soon  as  possible  after  the  referral.    They  should  be  arranged  to 
fit  the  schedule  of  the  eligible  children  and  families.    The  Department 
of  Public  Welfare,  Medical  Division  suggests  that  any  core  evaluation 
be  performed  by  a  professional  group  to  obtain  the  most  complete  picture 
of  a  child's  abilities  and  follow-up  of  treatment  needs. 

1.    Responsibilities  of  an  MA  Core  Evaluation  Group 

A  physician  or  designee  of  each  MA  Core  Evaluation  Group  must  sign 
a  provider  agreement  with  the  Department  representing  an  identified 
group  of  providers  within  the  setting,  who  will  take  the  responsi- 
bility to  assess,  report  and  follow-up  the  needed  treatment  of  each 
eligible  child.    The  provider  agreement  will  state  that  the  Group 
will  perform  Chapter  766  services  according  to  the  following 
guidelines: 

a.  The  MA  Core  Evaluation  Group  must  have  a  preliminary 
conference  with  the  parents  and  the  school  Core  Evaluation  Team 
(CET)  chairman  or  delegates  before  any  assessment  can  be  performed. 

b.  The  MA  Core  Evaluation  Group  must  submit  the  Chapter  766 
required  reports  to  the  school  CET  chairman  and  must,  upon  the 
chairman's  request,  participate  in  the  school  CET  meetings. 

c.  To  insure  quality  health  care  and  continuity  of  evaluation  and 
treatment,  the  MA  Core  Evaluation  Group  must  either  take  the 
responsibility  for  treating  detected  conditions  or  must  refer 
the  child  to  an  on-going  source  of  care.    Preference  will  be 
given  to  those  professional  groups  which  can  provide  on-going 
medical  treatment,  such  as  neighborhood  health  centers  and  group 
practices. 

d.  When  an  MA  Core  Evaluation  Group  cannot  perform  on-going  treatment 
of  the  identified  medical  or  psycholgical  problems,  the  group 
must  submit  the  names  of  the  MA  providers  who  will  perform  the 
on-going  treatment  to: 


e.    The  MA  Core  Evaluation  Group  must  meet  each  child's  needs.  If 
the  child  has  a  personal  physician  or  has  had  any  other  recent 
assessments,  the  evaluation  group  must  ask  for  relevant  reports 
and  notify  the  child's  personal  physician  of  the  core  evaluation 
findings . 


The  Department  of  Public  Welfare 

Medical  Division  -  Program  Director  for  766 

600  Washington  Street  -  Room  6ll 

Boston,  Massachusetts  02111 
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f .  If  the  child  needs  specialty  evaluations  which  the  MA  Core 
Evaluation  Group   cannot  perform,  the  evaluation  group  must 
arrange  them.    The  provider  of  the  specialty  evaluation  must 
bill  the  Department  according  to  the  existing  fee  schedule. 

g.  The  MA  Core  Evaluation  Group  must  perform  the  medical,  psycho- 
logical and  family  assessments  according  to  the  guidelines  in 
this  policy. 

2,    Medical  Assessment 

a.  Professional  Qualifications 

The  medical  assessment  must  be  performed  by  a  pediatrician  who 
is  licensed  to  practice  in  Massachusetts  and  who  is  eligible  or 
certified  by  the  American  Board  of  Pediatrics,  and  who  is  willing 
to  attend  a  course  of  post-graduate  instruction  on  Chapter  766 
evaluation  approved  by  the  Massachusetts  Chapter  of  the  American 
Academy  of  Pediatrics. 

b.  Medical  Assessment  Guidelines 

The  medical  assessment,  which  should  last  approximately  one  hour, 
consists  of  an  examination  which  includes  the  following: 

(1)  Medical  History  -  including  health  of  family,  pre-natal  and 
birth  history  f  developmental    history,  history  of  significant 
medical  conditions  including  hospitalization,  injuries  and 
accidents. 

(2)  Complete  Physical  Examination  -  including  blood  pressure  and 
nutritional  assessment. 

(3)  Neurological  assessment  and  developmental  assessment  _  includ- 
ing gross  motor  functioning,  fine  motor  functioning,  language, 
visual,  and  auditory  functioning. 

(4)  Tests  for  visual  acuity  and  hearing  by  audiometry. 

(5)  Laboratory  tests  -  including  sickle  cell  anemia  test  (if  appli- 
cable), blood  lead  test,  urinalysis  (with  culture  for  females), 
tuberculosis  3kin  test,  hematocrit  or  hemoglobin,  and  other 
tests  as  indicated. 

(6)  Dental  assessment  and  referral  for  a  complete  dental  examina- 
tion if  one  has  not  been  done  within  six  months. 
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J>»    Psychological  Assessment 

a.    Professional  Qualifications 


The  psychological  assessment  must  be  performed  by  a  psychologist 
licensed  to  practice  in  Massachusetts  who  has  a  Ph.  D.  or  Ed.  D. 
in  psychology  with  two  years  of  supervised  testing  experience  in 
psychometric  and  projective  testing  or  who  has  a  Master's  degree 
in  psychology  and  three  years  of  supervised  testing  experience  in 
the  type  of  tests  to  be  administered. 


b.    Psychological  Assessment  Guidelines 


The  psychological  assessment  must  consist  of  approximately  four 
hours  of  psychological  and  neuropsychological  testing,  academic 
diagnostic  testing  and  diagnostic  observation  of  the  child's  per- 
formance.   The  following  psychological  and  neuropsychological 
tests  are  recommended  when  indicated: 


(1)  Wechsler  Intelligence  Scale  for  Children  or  the  Wechsler 
Adult  Intelligence  Scale 

(2)  Bender- Gestalt 

(3)  Rorschach  Test 

(4)  Children's  Apperception  Test 

(5)  Sentence  Completion  Test 

(6)  Category  Test 

(7)  Tactual  Performance  Test 

(8)  Rhythm  Test 

(9)  Speech  Sound  Perception  Test 
(XO)  Finger  Oscillation  Test 

(11)  Aphasia  Screening  Test 

(12)  Tractmaking  Test 


NOTE:    Any  provider  of  psychological  assessment  may  perform  the  tests 
listed  above  or  their  equivalent.    Any  tests  to  measure  sensory 
perceptual  intactness  for  tactile,  visual  and  auditory  stimuli 
are  also  recommended.    The  list  is  neither  a  minimum  nor  a  maximum 
requirement  for  psychological  assessment  and  the  provider  should 
design  his  battery  of  tests  according  to  the  individual  child's 
needs. 
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4.    Family  Assessment 

a*    Professional  Qualifications 

Two  professional  workers  are  necessary  to  perforin  family 
assessments: 

(1)  A  social  worker  with  a  Master's  degree  from  an  accredited 
school  of  social  work  who  has  had  a  minimum  of  two  years 
of  experience  with  special  needs  and 

(2)  either  a  child  psychiatrist  who  is  licensed  to  practice 
in  Massachusetts  and  who  is  Board  eligible  or  certified 
by  the  American  Board  of  Child  Psychiatry,  or 

(3)  A  clinical  or  counseling  psychologist  who  is  licensed  to 
practice  in  Massachusetts  and  who  has  a  minimum    of  three 
years  of  collaborative  experience  in  psychotherapy. 

b.    Family  Assessment  Guidelines 

The  family  assessment  must  consist  of: 

(1^    at  least  one  home  visit  by  the  social  worker  to  assess 
the  family,  the  neighborhood,  the  child's  adaptive 
behavior,  and  the  child's  nutritional  habits  and 

(2)    at  least  an  interview,  approximately  one  hour,  with  the 
eligible  child  and  family  by  the  child  psychologist  or 
the  clinical  or  counseling  psychiatrist. 

III.    Billing  by  a  MA  Core  Evaluation  Group 

Approved  MA  Core  Evaluation  Groups  may  bill  the  Department  for  assessments 
described  in  Part  2  of  this  Section  at  the  all-inclusive  rate  of  $300.00. 
This  rate  includes  all  diagnostic  (including  laboratory  tests)  and  report- 
ing costs  associated  with  the  medical,  psychological  and  family  assessments 
performed  by  the  MA  Core  Evaluation  Group.  All  Groups  must  bill  under  their 
existing  Medicaid  vendor  number  according  to  the  appropriate  provider  type, 
service  code  and  invoice  type  listed  below. 

Provider  Type  Service  6o<te  Invoice  Type  Fee 

01    (physicians)  018766  MA  -  7  $300.00 

12  (hospital,  out-patient)        120766  MA  -  3  $300.00 

13  (clinics,  free-standing)      019766  MA  -  8  $300.00 
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A.  All  bills  roust  be  submitted  to  the  Medical  Claims  Control  Center, 
Box  567,  Westboro,  Massachusetts  01581. 

B.  Each  MA  recipient  assessed  under  the  all-inclusive  rate  roust  have 

a  report  (MA- 766)  submitted  to  the  Department  of  Public  Welfare,  Medical 
Division  -  Program  Director  for  766  -  600  Washington  Street,  Room  611  - 
Boston,  Massachusetts  02111. 

C.  Separate  Assessments  Performed 

1.  When  some  of  the  full  core  evaluations  have  been  performed  within 
the  previous  six  months  and  are  acceptable  to  the  school  CET 
chairman  as  part  of  the  child's  full  core  evaluation,  the  MA  Core 
Evaluation  Group  may  not  bill  at  the  comprehensive  rate. 

2.  Eligible  professionals  of  an  MA  Core  Evaluation  Group  may  bill  for 
separate  assessments  when  not  billing  at  the  comprehensive  rate. 
Individual  bills  must  be  submitted  under  the  professional's  or 
facility's  provider  number  according  to  existing  fee  schedules 
and  according  to  present  billing  procedures. 

Any  tests  performed  individually  which  are  not  listed  in  the 
Medicaid  Fee  Schedule  or  in  the  PA  Policy  Manual,  Chapter  VII 
cannot  be  reimbursed. 

IV.    MA  Reimbursement  to  Pediatricians  and  Specialists  Attending  a  School  Core 
Evaluation  Team  Meeting 

A.  Attendance  at  School  Core  Evaluation  Team  Meeting 

1.  A  pediatrician  or  a  specialist  physician,  such  as  a  neurologist  or 
ophthalmologist,  may  bill  the  Department  for  attending  a  school 
Core  Evaluation  Team  meeting  at  the  school  if: 

a.  The  physician  performed  the  pediatric  examination  or  the 
specialty  evaluation  and 

b.  It  was  necessary  for  the  physician  personally  to  report  the 
findings  at  the  school  Core  Evaluation  Team  meeting. 

2.  The  purpose  of  a  consultation  at  a  school  CET  meeting  is  to  discuss 
the  difficulties  a  child  has  in  school  because  of  medical  problems. 
In  order  for  a  pediatrician  or  specialist  to  be  reimbursed  for  a 
consultation,  he  must  actively  participate  in  the  child's  school 
CET  meeting. 

B.  Consultation  Billing 

1.    Any  consultation  at  a  school  CET  meeting  must  be  billed  by  the 
pediatrician  or  by  the  specialist  under  the  provider  number 
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issued  him  by  the  Department  and  according  to  service  code  9153 
in  the  Medicaid  Fee  Schedule. 

2.    A  report  must  be  attached  to  the  bill  which  justifies  the  neces- 
sity for  a  particular  specialist's  presence  at  the  school  CET 
meeting • 


The  following  certified  Core  Evaluation  Groups  are  listed  alphabetically  accord- 
ing to  location  : 


CERTIFIED  MA  CORE  EVALUATION  GROUP 


NAME 


LOCATION 


EFFECTIVE  DATE 
OF  CERTIFICATION 


South  End  Neighborhood 
Health  Center 


Boston 


10/1/74 


South  Shore  Counselling 
Associates,  Inc. 


Hanover 

Scituate 

Plymouth 


12/1/74 


Pediatric  Associates  of 
New  Bedford,  Inc. 


New  Bedford 


12/16/74 
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Purpose 

In  order  for  a  provider  to  be  reimbursed  for  services  to  MA  recipients,  the 
provider  must  meet  a  variety  of  standards  in  such  areas  as  nature  and  scope  of 
services  and  staff  qualifications.    These  standards  are  formalized  by  the  Medical 
Assistance  program  as  Conditions  of  Participation. 

Conditions  of  Participation  are  drawn  up  as  required  with  the  help  of  professional 
committees,  consultants,  the  Department  of  Public  Health  and  other  agencies  having 
relevant  expert' se.    Specific  Conditions  of  Participation  presently  exist  for  the 
services  indicated  below.    Where  a  specific  Condition  of  Participation  does  not 
exist  for  a  particular  discipline  or  provider,  the  general  regulations  of  the 
MA  program  plus  relevant  professional  conditions  will  prevail. 

All  providers  are  obliged  to  adhere  to  the  Conditions  of  Participation,  and  when 
required  by  the  Department,  to  sign  agreements  as  a  prerequisite  to  reimbursement 
from  the  Medical  Assistance  program.    The  Conditions  of  Participation  define 
standards  against  which  providers  are  judged  for  possible  sanction  procedures 
whether  or  not  a  s  gned  provider  agreement  has  been  required  by  the  Department. 

Conditions  of  Participation 

The  Conditions  of  Participation  are  incorporated  by  reference  into  Chapter  VII  of 
this  Manual.    Copies  may  be  obtained  on  request  from  the  Medical  Claims  Control 
Center,  Box  567,  ^'estboro,  Massachusetts,  01581  or  the  Medical  Division,  Depart- 
ment of  Public  We" fare,  600  Washington  Street,  Boston,  Massachusetts,  02111. 

The  following  Conditions  of  Participation  are  in  effect  at  present: 

2 .  Guidelines  for  De: tal  Siifties 

2.  Guidelines  for  Family  Planning  Services 

3-  Guidelines  for  Home  Hearth  Services 

4..  Guidelines  for  Laboratory  Services 

5.  Guidelines  for  Long  Te~r  Care  Facilities 

6.  Guidelines  for  Psychiatric  Clinics 

7.  Guidelines  for  Restorative  Services 

Conditions  of  Participation  for  additional  services  are  under  development. 

(Regulations  for  Long  Term  Care  Facilities  adopted  by  the  Department  of  Public 
Health,  January  12,  1971  as  may  be  amended  from  time  to  time,  plus  Federal^ 
regulations  for  skilled  Nursing  Facilities  as  published  in  the  Federal  Register, 
Thursday,  January  17,  1974.,  Vol.  39,  Number  12,  Part  III  and  Federal  Regulations 
for  Intermediate  Care  Facilities,  published  in  the  Federal  Register  of  the  same 
date,  Part  II.) 
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Introduction 

Abortion  Services  are  reimbursable  under  the  Medical  Assistance  program. 
While  the  Department  neither  encourages  nor  discourages  the  use  of  these 
services,  they  are  made  available  where  the  patient,  the  physician,  p.nd  the 
health  facility  agree  that  circumstances  and  proper  respect  for  the  patient 
and  the  law  indicate  that  abortion  is  appropriate.    A  woman  always  has  the 
freedom  of  choice  regarding  abortion,  just  as  she  has  freedom  of  choice  with 
regard  to  any  other  medical  service. 

In  administering  a  comprehensive  Medical  Assistance  program,  the  Department 
seeks  to  ensure  availability  of  high  quality  abortion  services.    Abortion  is 
a  surgical  procedure  which  requires  specialized  facilities,  equipment  and 
personnel  in  order  to  assure  the  highest  standards  of  patient  care. 

Finally,  the  Department  has  strict  requirements  on  confidentiality  of  patient 
reoords  for  abortion  services  as  well  as  all  other  medical  services  covered 
under  the  program. 

I.    Provision  of  Abortion  Services 

A.    First  Trimester  Abortion  (First  Twelve  Weeks) 


A  first  trimester  abortion  must  be  performed  by  a  licensed  and  qualified 
physician  in  an  Ambulatory  Gynecological  Clinic  licensed  by  the  Department 
of  Public  Health  or  in  a  hospital. 

1.  Licensed  Ambulatory  Gynecological  Clinics  serve  many  abortion  patients 
in  early  pregnancy.    They  offer  supportive  counseling,  follow-up  and 
referral  services  in  comfortable  settings.    Appointments  are  readily 
available  and  abortions  can  usually  be  performed  within  a  week  of  the 
initial  phone  call. 

2.  In  some  cases,  a  woman  may  prefer  to  have  her  abortion  performed  in 
a  hospital.    Reasons  for  choosing  a  hospital  setting  are: 

a.  A  woman  may  feel  more  comfortable  in  this  kind  of  setting. 

b.  A  woman  may  have  an  affiliation  with  a  hospital  providing  abortion 
services  and  may  wish  to  continue  her  medical  care  there. 

c.  A  woman  may  prefer  to  have  the  abortion  performed  by  her  private 
physician. 

d.  A  woman  has  a  medical  problem  that  necebsitates  other  hospital 
services. 

e.  A  woman  has  severe  psychiatric  problems  and  needs  the  back-up  of 
a  social  worker  or  psychiatrist. 
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B.  Second  Trimester  Abortion  (13th  -  24th  week) 

Must  be  performed  by  a  licensed  and  qualified  physician  in  a  hospital  onlj. 

C.  Third  Trimester  Abortion  (24th  -  36th  week) 

Performed  either  to  save  the  life  of  a  woman  or  to  eliminate  substantial 
risk  of  grave  impairment  to  her  physical  or  mental  health.    Thirri  tri- 
mester abortion  must  be  performed  by  a  licensed  physician  in  a  be.-?  - 
only. 

II.    Reimbursement  for  Services 

A.  No  prior  approval  is  neoessary.  (However,  it  is  expected  that  services 
will  be  rendered  only  when  oircumstances ,  the  law,  and  a  proper  respect 
for  the  concerns  of  patients  dictate.) 

B.  Physicians  and  hospitals  claiming  reimbursement  from  the  Department 
must  bill  according  to  appropriate  fee  schedules: 

1.  Physicians  -  Medicaid  Pee  Schedule 

for  Physicians  and  Dentists 

2.  Hospitals  -   Medicaid  Pee  Schedule 

for  Hospitals 

C.  Licensed  Ambulatory  Gynecological  Clinics  whose  provider  number  begins 
with  161  are  eligible  providers  of  service  at  the  rates  listed  in  Part  3 
of  this  Section. 

III.  Billing 

A.  Refer  to  Section  A  of  this  Chapter  for  general  billing  procedures. 

B.  All  providers  of  abortion  services  must  bill  the  Department  on  the  appro- 
priate invoice  form: 


1. 

Physicians 

-    MA- 7  form 

2. 

Hospitals 

-    MA- 2  form 

3. 

Hospital  Out-Patient 

-    MA-3  form 

4. 

Licensed  Ambulatory 

-    MA-8  form 

Gynecological  Clinics 
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LICENSED  AMBULATORY  GYNECOLOGICAL  CLINICS 

The  — ad»M  allowable  rates  for  Licensed  Ambulatory  Gynecological  Clinics  shall 
be  those  listed  below  or  the  provider's  usual  fee  or  charge,  whichever  is  less: 


Service  Code 
160100 


160101 


160102 


160103 


160104 


160105 

160010 
160111 


160112 


Description 

Induced  Abortion  -  First  Trimester 
Woman* s  Decision 

(includes  physician's  charges  and 
clinic  services) 

Induced  Abortion  -  First  Trimester 
Woman's  Decision 
(clinic  services  only) 

Induced  Abortion  -  First  Trimester 

*  Clinically  Indicated 
(includes  physician's  charges  and 
clinic  services) 

report  required 

Induced  Abortion  -  First  Trimester 

*  Clinically  Indicated 

(clinic  services  only)  report  required 

Spontaneous  Abortion  (miscarriage) 
with  dilation  and  currettage 
(includes  physician's  charges  and 
clinic  services) 

Spontaneous  Abortion  (miscarriage) 
with  dilation  and  currettage 
(clinic  services  only) 

RH0  (D)  Immune  Globulin  Human 

Induced  Abortion  -  First  Trimester 
Woman's  Decision 

(includes  physician's  charges  and  clinic 
services  with  general  anesthesia) 

Induced  Abortion  -  First  Trimester 
Woman '8  Decision 

(clinic  services  and  general  anesthesia) 


Allowable  Fee 
$150.00 


75.00 


150.00 


75.00 


I.C. 


i.e. 

I.C. 

175.00  ** 


100.00  ** 
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Service  Code 


Deacrlption 


Allowable  Fee 


160113 


Induced  Abortion  -  First  Trimester 

*  Clinically  Indicated 

(includes  physician's  charges  and  clinic 

services  with  general  anesthesia) 

report  required 


175.00  ** 


160114 


Induced  Abortion  -  First  Trimester 

*  Clinically  Indicated 

(clinic  services  and  general  anesthesia) 

report  required 


100.00  ** 


Clinic  services  shall  Include  at  least  the  following:  pre -operative  evaluation 
and  counseling,  laboratory  services,  local  anesthesia,  post -operative  care, 
follow-up  and  advice  on  contraception. 

Contraceptive  Supplies 

Fees  for  contraceptive  supplies  are  listed  in  Section  R,  Part  2  of  this  Chapter. 

*  A  clinically  Indicated  abortion  is  one  carried  out  primarily  because  of  or  in 
conjunction  with  the  treatment  of  an  existing  illness  or  injury.  The  distinciton 
between  woman's  decision  and  clinically  indicated  abortion  is  made  for  administrative 
purposes  only.  Fees  for  both  procedures  are  the  same,  as  evidenced  In  the  fee 
schedule  above.  The  Federal  Government  considers  abortion  by  woman's  decision  to 
be  a  family  planning  service  and  thus  reimburses  the  Department  at  a  higher  rate. 
All  invoices,  w"  ether  woman's  decision  or  clinically  indicated,  will  be  processed 
in  the  same  manner. 


**    Effective  June  1,  1975 
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All  Licensed  Ambulatory  Gynecological  Clinics  are  listed  in  alphabetical  order 
by  location. 


Licensed  Ambulatory  Gynecological  Clinics 
Amherst  Medical  Associates 
Charles  Circle  Clinic 
Crittenton  Hastings  House  Clinic 
Preterm,  Inc. 

Hampden  County  Obstetricians 
&  Gynecologists,  Inc. 


Location 

Amherst 

Boston 

Boston 

Brdokline 

Springfield 


Effective  Date 
10/1/74 
10/1/74 
10/1/74 
10/1/74 

10/1/74 
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STERILIZATION  SERVICES 


I. 


Introduction 


Sterilization  services  are  reimbursable  under  the  Department  of  Public  Welfare 
Medical  Assistance  program.     The  Department  neither  encourages  nor  discourages 
the  use  of  these  services.     Sterilization  is  made  available  under    either  of 
the  following  circumstances:     an  individual  chooses  sterilization  as  a 
method  of  contraception  or,  sterilization  is  medically  indicated.  Neither 
the  physician  nor  the  health  facility  shall  use  any  form  of  coercion  in 
providing  these  services.     The  individual  patient  always  has  the  freedom  of 
choice  regarding  sterilization,  just  as  (s)he    has  freedom  of  choice  with 
regard  to  any  other  medical  service. 

In  administering  a  comprehensive  Medical  Assistance  program,  the  Department 
seeks  to  insure  availability  of  high  quality  sterilization  services. 
Sterilization  is  a  surgical  procedure  which  requires  specialized  facilities, 
equipment  and  personnel  in  order  to  assure  the  highest  standards  of  patient 
care. 

II.      Where  Sterilization  Services  May  Be  Provided 

A.  Male  Sterilization  (Vasectomy) 

A  vasectomy  must  be  performed  by  a  licensed  and  qualified  physician 
and  may  take  place  in  the  physician's  office  or  in  an  out-patient 
clinic.     Hospitalization  for  this  procedure  is  not  routinely  required. 

B.  Female  Sterilization 

There  are  several  different  surgical  procedures  by  which  female  sterilization 
may  be  accomplished.     All  must  be  performed  by  a  licensed  and  qualified 
physician. 

1.     Sterilization  by  laparoscopy  may  be  performed  either  in  a  hospital 


or  in  a  Licensed  Ambulatory  Gynecological  Surgical  Clinic.  * 

2.  All  other  types  of  sterilization  procedures  must  be  performed  in 
a  hospital  setting. 

3.  In  some  cases  a  woman  may  wish  to  be  sterilized  immediately  following 
childbirth  or  an  abortion. 

a.  Arrangements  for  joint  hospital  procedures  should  be  made  through 
the  patient's  physician. 

b.  First  trimester  abortion  followed  by  laparoscopic  sterilieation 
may  be  performed  together  at  Licensed  Ambulatory  Gynecological 
Surgical  Clinics.  * 


*  See  "Regulations  for  Ambulatory  Gynecological  Surgery  in  Licensed  Hospitals  and 
Licensed  Clinics",  Department  of  Public  Health,  March  13,  1973. 
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III.  Informed  Consent 

A.  Restrictions 

No  sterilization  may  be  performed  on  any  person  who: 

1.  has  been  judicially  declared  mentally  incompetent;  or 

2.  is  in  fact  legally  incompetent  under  Massachusetts  laws  to  give  informed 
and  binding  consent  to  the  performance  of  such  an  operation  because  of 
age  or  mental  capacity. 

B.  Requirements 

The  Department  will  pay  for  sterilization  procedures  only  if  the  following 
requirements  are  met: 

1.  No  non-emergency  sterilization,  whether  therapeutic  or  non- therapeutic, 
may  be  performed  unless : 

a.  such  sterilization  is  performed  pursuant  to  a  voluntary 
request  for  such  services  made  by  the  person  on  whom  the 
sterilization  is  to  be  performed;  and 

b.  each  person  is  advised  at  the  outset  and  prior  to  the 
solicitation  or  receipt  of  his  or  her  consent  to  such 
sterilization  that  no  benefits  provided  by  the  Department 
may  be  withdrawn  or  withheld  by  reason  of  his  or  her 
decision  not  to  be  sterilized. 

2.  No  non-emergency  sterilization,  whether  therapeutic  or  non- 
therapeutic,  may  be  performed  unless  legally  effective  informed 
consent  is  obtained  from  the  individual  on  whom  the  sterilization 
is  to  be  performed.     Informed  consent  must  be  documented  by 
completion  of  the  Consent  for  Sterilization  form  (CS-1) ,  signed 
by  the  patient,  physician  and  a  witness  designated  by  the  patient. 

a.  It  is  the  responsibility  of  the  provider  to  be  sure  that  the 
Consent  for  Sterilization  form  (CS-1)  is  properly  completed. 

b.  Forms  are  available  upon  request  from: 

Medical  Claims  Control  Center 
P.O.  Box  567,  Dept.  38 
Westborough    Mass.  01581 
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STERILIZATION  SERVICES 


1. 


2. 


c.    The  signed  consent  form  must  be  included  in  the  patient's 

medical  record,     (Do  not  forward  completed  form  to  the  Department.) 

No  non- therapeutic  sterilization  may  be  performed  sooner  than 
seventy- two  (72)  hours  following  the  giving  of  informed  consent. 


In  Massachusetts,  the  age  of  majority  is  eighteen  (18)  years.  The 
Department  will  consider  anyone  eighteen  (18)  years  of  age  or  older 
who  is  legally  capable  of  giving  informed  consent  as  eligible  for 
sterilization. 


Sterilization  -  any  procedure  or  operation  whose  primary  purpose  is  to 
render  an  individual  permanently  incapable  of  reproducing. 

a.  Non- therapeutic  Sterilization 

When  a  person  of  either  sex  freely  chooses  a  permanent  method 
of  contraception. 

b.  Therapeutic  Sterilization 

A  necessary  part  of  the  treatment  of  an  existing  illness  or 
injury,  or  medically  indicated  as  an  accompaniment  of  an 
operation  of  the  male  or  female  genito-urinay  tract.  (Mental 
incapacity  is  not  considered  an  illness  or  injury  for  purpose 
of  this  definition.) 

Informed  Consent  -  the  voluntary,  knowing  assent  from  the  individual 
on  whom  sterilization  is  to  be  performed  after  receiving  the  following 
information  under  physician  supervision  (as  evidenced  by  completion  of  the 
Consent  for  Sterilization  form  (CS-1  ): 

a.  a  fair  explanation  of  the  procedure  to  be  followed; 

b.  a  description  of  the  attendant  discomforts  and  risks; 

c.  a  description  of  the  benefits  to  be  expected; 

d.  counseling  concerning  appropriate  alternative  methods,  including 
explanation  of  the  impact  of  the  proposed  sterilization  -  i.e., 
that  it  is  an  irreversible  procedure; 


NOTE: 
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e.  an  offer  to  answer  inquiries  concerning  the  procedures;  and 

f.  an  explanation  that  (s)he  is  free  to  withold  or  withdraw  his  or 
her  consent  to  the  procedure  at  any  time  to  the  sterilization 
without  prejudicing  his  or  her  future  care  and  without  loss  of 
other  Department  benefits  to  which  (s)he  might  otherwise  be 
entitled. 

IV.    Reimbursement  for  Services 

A.  No  prior  approval  is  necessary.    (However,  the  services  shall  be  rendered 
only  for  the  individual  who  chooses  this  method  of  contraception,  or  if 
sterilization  is  medically  indicated.)  Neither  the  physician  nor  the  health 
facility  shall  use  any  form  of  coercion  in  providing  these  services. 

B.  Providers  claiming  reimbursement  from  the  Department  must  use  the  respective 
fee  schedules: 

1.  Physicians  -  Medicaid  Pee  Schedule  for  Physicians  and  Dentists 

2.  Hospitals  -  Hospital  Pee  Schedule  (Section  C  of  this  Chapter) 

3.  Licensed  Ambulatory  Surgical  Clinics 

Providing  Sterilization  Services  -  Pee  Schedule  in  Part  2,  Page  1  of 

this  Section 

C.  If  two  surgical  procedures  are  performed  for  a  patient  on  the  same  day, 
the  provider  may  not  bill  in  excess  of  the  total  of  the  maximum  allowable 
rate  for  the  more  costly  procedure  plus  one  half  of  the  maximum  allowable 
rate  for  the  second  surgical  procedure. 

D.  The  distinction  between  non-therapeutic  and  therapeutic  sterilization  is 
made  for  administrative  purposes  only.    Pees  for  both  procedures  are  the 
same.    The  federal  government  considers  non- therapeutic  sterilization  to 
be  a  family  planning  service  and  thus  reimburses  the  Department  at  a  higher 
rate.    All  invoices,  whether  for  non- therapeutic  or  therapeutic,  will  be 
processed  in  the  same  manner,  and  all  records  are  subject  to  the  Department's 
confidentiality  requirements. 
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LICENSED  AMBULATORY  SURGICAL  CLINICS 
PROVIDING  STERILIZATION  SERVICES 

The  maximum  allowable  rates  for  Licensed  Ambulatory  Surgical  Clinics  providing 
Sterilization  Services  shall  be  those  listed  balow  or  the  provider's  usual  fee  or 
charge,  whichever  is  less: 


Service  Code 


Description 


Allowable  Fee 


160200 

160201 

160202 

160203 

160204 
160205 
160206 

160207 


Transection  of  Fallopian  Tubes  by 
Laparoscope,  local  anesthesia, 
non- therapeutic 

Transection  of  Fallopian  Tubes  by 
Laparoscopy,  general  anesthesia, 
non- therapeutic 

Transection  of  Fallopian  T^bes  by 
Laparoscopy, local  anesthesia, 
therapeutic  (report  required) 

Transection  of  Fallopian  Tubes  by 
Laparoscopy,  general  anesthesia, 
therapeutic  (report  required) 

Vasectomy  or  Ligation  of  Vas 
local  anesthesia,  non -therapeutic 

Vasectomy  or  Ligation  of  Vas 
general  anesthesia,  non- therapeutic 

Vasectomy  or  Ligation  of  Vas 
local  anesthesia,  therapeutic, 
(report  required) 

Vasectomy  or  Ligation  of  Vas 
general  anesthesia,  therapeutic, 
(report  required) 


$300.00 
325.00 
300.00 

325.00 

110.00 
135.00 
110.00 

135.00 


Sterilization  services  shall  include  as  least  the  following:  pre-operative  evalua- 
tion and  counseling,  laboratory  services,  anesthesia,  and  post-operative  care. 
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COMMONWEALTH  OF  MASSACHUSETTS 
DEPARTMENT  OF  PUBLIC  WELFARE 

CONSENT  FOR  STERILIZATION 

NOTICE;         YOUR  DECISION  AT  ANY  TIME  NOT  TO  BE  STERILIZED  WILL  NOT  RESULT  IN 

THE  WITHDRAWAL  OR  WITHHOLDING  OF  ANY  BENEFITS  PROVIDED  BY  THE  DEPART- 
MENT OF  PUBLIC  WELFARE 


To  The  Patient 

This  is  a  form  which,  if  signed  by  you,  means  you  consent  to  be  sterilized. 

You  do  not  have  to  sign  this  form.    No  one  can  force  you  to  be  sterilized.  Nor  can  any- 
one take  away  your  right  to  be  sterilized.  If  you  refuse  to  be  sterilized,  no  one  can 
take  away,  reduce  or  limit  any  of  the  benefits  to  which  you  are  entitled.  If  you  sign 
this  consent  form  and  then  change  your  mind  before  the  operation,  your  decision  will  be 
respected  and  no  one  can  take  away,  reduce  or  limit  any  of  your  program  benefits f  whether 
payments,  medical  care  or  privileges. 

Do  not  sign  this  form  until  you  have  read  it  carefully  and  have  decided  to  be  steril- 
ized, and  have  considered  your  decision  carefully.  You  will  have  to  wait  at  least  72 
hours  (3  days)  between  the  time  you  sign  this  form  and  the  time  of  the  sterilization 
operation  during  which  you  may  change  your  mind. 

I»  voluntarily  consent  to  be  sterilized, 

(print  name  of  patient) 

I.  The  following  has  been  explained  to  me  in  a  language  I  understand  regarding  the 
sterilization  operation: 

A.  There  are  other  methods  of  birth  control  which  I  could  use  which  are  not 
permanent.  These  methods  have  been  explained  to  me,  and  I  understand  that  I 
may  choose  to  use  them  instead  of  being  sterilized. 

B.  I  understand  that  if  the  sterilization  operation  is  successful,  I  probably  will 
not  be  able  to  become  pregnant  if  I  am  a  woman,  or  cause  a  woman  to  become  preg- 
nant if  I  am  a  man.  It  has  been  explained  to  me  that  most  people  who  have  this 
sterilization  operation  become  permanently  sterile,  and  I  understand  that  only 

a  very  small  number  of  people  have  been  able  to  have  the  results  of  this  sterili- 
zation operation  reversed.  Therefore,  I  consider  this  to  be  a  permanent  change. 

C.  The  procedure  to  be  used  in  my  particular  case  has  been  explained  to  me  so  that 
I  understand  what  will  be  done. 

D.  I  understand  that  there  are  certain  risks  involved  with  this  sterilization  opera- 
tion. These  risks  have  been  explained  to  Me.  There  may  be  certain  discomforts 
after  the  sterilization  operation  which  have  been  explained  to  me. 

II .  A.  All  questions  I  have  about  this  sterilization  operation  and  what  it  will  do  to  me 

have  been  answered. 

B.  I  have  had  the  opportunity  to  choose  the  person  who  will  sign  this  form  as  my 
witness. 


CS-1 


-2- 


[I.    I  know  that  I  can  change  ray  mind  at  any  time  before  the  operation.  If  I  change 

my  mind  the  sterilization  operation  will  not  be  performed  and  no  program  benefits 
will  be  taken  away,  reduced  or  limited  in  any  way  as  a  result  of  my  decision. 

Patient;  Having  discussed  and  understood  all  of  the  above  items,  I  hereby  give  my 
consent  to  be  sterilized  at 


hospital,  clinic,  office 

on  

date  of  sterilization  operation 


signature  of  patient 


date  of  signature 
Physician:    I  hereby  certify  that 

print  name  of  patient 

has  received  from 

print  name  of  person  who  gave  explanation 

who  is  under  my  supervision,  or  by  me,  a  full  explanation  of  the  sterili- 
zation operation  and  other  methods  of  birth  control  as  outlined  above,  and 
has  had  a  full  opportunity  to  ask  questions  and  have  them  answered.  This 
explanation  has  been  given  in  a  language  the  patient  understands. 


signature  of  physician  performing  or  supervising  sterilization  operation 


date  of  signature 

Witness;    I  hereby  certify  that  this  document  was  signed  by  the  patient  in  my 
presence,  and  that  I  was  asked  to  witness  this  document  by 


print  name  of  patient 


print  name  of  witness 


signature  of  witness 


date  of  signature 
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FEE  SCHEDULES 


I 

Physicians'  Services 

I-A 

Hone  Medical  Care  Programs 

II 

Hospitalization 

III 

Agencies  Authorized  to  Recommend  Hearing  Aids 

IV 

Visiting  Nurse  Associations 

V 

Nursing  and  Convalescent  Hemes 

VI 

Dental  Services 

VII 

Eye  Examinations,  Eyeglasses 

VIII 

X-ray 

IX 

Public  Medical  Institutions 

X 

Laboratory  Services 

XI 

Medical  and  Surgical  Services  or  Procedures 

XII 

Psychological  Testing 

XIII 

Rehabilitation  Clinics 

XIV 

Drugs 

XV 

Chiropractors 

XVI 

Ambulance  Rates 

XVII 

Physical,  Occupational  and  Speech  Therapy 

XVIII 

Podiatry 

♦ 


Massachusetts  Public  Assistance  Policy  Manual  Rev.  2/67 

Chapter  VII  MEDICAL  CARE  PLAN  Fee  Schedule  I-A 

FEE  SCHEDULES  Page  1 


FEE  SCHEDULE  I-A  -  HOME  MEDICAL  CARE  PROGRAMS 

Service 

Code  1    HOME  MEDICAL  CARE  PROGRAM  -  CHRONIC  CARE 

This  program  is  designed  to  provide  medical  services  in  the  home  to  severely  ill 
patients  with  long-term  illnesses  who  would  otherwise  require  prolonged  hospital- 
ization at  a  high  cost  to  the  community.  Patients  selected  by  the  hospitals  are 
provided  with  continuous  care  of  a  comprehensive  nature  which  is  comparable  to 
care  received  in  a  hospital.  Until  discharged  from  the  program,  the  approved  all- 
inclusive  per  diem  rate  is  paid  for  each  day  that  the  patient  is  enrolled  in  the 
program.  The  following  programs  have  been  approved: 

Hospital  Per  Diem  Rate 

0061                        Beth  Israel  Hospital  $  4.75 

006 1                        Boston  Dispensary  1 0.00  (eff .  2/ 1  /67 ) 

006 1                        Peter  Bern  Brigham  Hospital  7.00  (eff.  9/ 1  /66) 


2.   ACUTE  HOME  CARE  PROVIDED  BY  HOSPITAL  PHYSICIANS 

Several  large  hospitals  have  physicians  who  make  calls  on  persons  suffering  from 
acute  illness  (occasionally  chronic  illness).  Generally,  the  service  is  provided  in 
designated  geographical  areas  of  a  city.  The  following  rates  are  approved: 

0062  Boston  Dispensary, 

per  physician's  home  visit  $  7.00  (eff.  2/1/67) 

0062  University  Hospital, 

per  physician's  home  visit  3.50 


Grreetifie/el 


Trans,  by  MA  32 
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FEE  SCHEDULE  II  -  HOSPITALIZATION 

ACUTE  HOSPITALS 
GENERAL  WITH  OR  WITHOUT  MATERNITY  AND  OTHER  SPECIALITIES 

The  following  rates  are  effective  for  in-patient  care  rendered  to  patients  on 
and  after  October  1,  1972-     The  public  responsibility  is  for  semi-private  care 
only.     Charges  for  a  private  (1-bed)  room  must  be  denied  unless  medically 
warranted  and  prior  approval  by  Medical  Advisor  is  required. 

Percentage  Percentage  of  Charge 


Hospital 

Location  of 

Charge 

(Well-Newborn) 

Addison  Gilbert 

Gloucester 

98.00 

100.00 

Alley,  Mary  A. 

Marblehead 

100.00 

Amesbury 

Amesbury 

96.00 

Athol 

Athol 

92.00 

100.00 

Berkshire  Med.  Ctr. 

Pittsfield 

94.00 

100.00 

Beth  Israel 

Boston 

82.00 

75.00 

Beverly 

Beverly 

89.00 

100.00 

Bon  Secours 

Methuen 

81.00 

100.00 

Boston  City 

Boston 

95  »©0 

100.00 

Boston  Hospital 

for  Women 

Boston 

94.00 

82.00 

Brigham,  Peter  B. 

Boston 

81.00 

Brigham,  Robert  B. 

Boston 

91.00 

Brockton 

Brockton 

85.00 

100.00 

Brookline 

Brookline 

82.00 

Brooks 

Brookline 

94.00 

Bur bank 

Fitchburg 

95.00 

84.00 

i> . o .  Cable  Mem. 

Ipswich 

1  AA  AA 

100 . 00 

Cambridge 

Cambridge 

100.00 

82.00 

Cape  Cod 

Hyannis 

90.00 

100.00 

Cardinal  Cushing  Gen. 

Brockton 

71.00 

Carney 

Boston 

72.00 

Central 

Somerville 

80.00 

Chelsea  Memorial 

Chelsea 

84.00 

Children's  Med. 

Boston 

96.00 

Choate,  Charles 

Woburn 

91.00 

100.00 

Clinton 

Clinton 

87.00 

Clover  Hill 

Lawrence 

96.00 

Cooley-Dickinson 

Northampton 

95.00 

100.00 

Doctors  of  Boston 

Boston 

67.00 

Doctors  of  Worcester 

Worcester 

88.00 

Emerson 

Concord 

91.00 

77.00 

Fair lawn 

Worcester 

94.00 

Fairview 

Gt.  Barrington 

100.00 

100.00 

Trans,  by  MA  Letter 
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Percentage 

Percentage  of  Charge 

Hospital 

Location 

of  Charge 

(Well-Newborn) 

Winchester 

Winchester 

95.00 

100.00 

Wing 

Palmer 

93.00 

Winthrop 

Winthrop 

83.00 

Worcester  City 

Worcester 

92.00 

100.00 

Worcester  Hahnemann 

Worcester 

89.00 

100.00 

HOSPITALIZATION  FOR  (A)  OBSERVATION  AND  TREATMENT  OF  MILD  NERVOUS  DISORDERS 

(B)  NONCOMMITTABLE  ALCOHOLICS  All-inclusive 

In-Patient 

Hospital  Code  Location  Per  Diem 


Mt.  Pleasant 
Naukeag 

Woodside  Cottages 


A  &  B 
A  &  B 
A 


Lynn 

Ashburnham 
Framingham 


33.78 
35.02 
21.90 


CHRONIC  HOSPITALS 


Hospital 


Location 


Percentage 
of  Charge 


All-inclusive 
In-Patient 
Per  Diem 


Audubon 

Barnstable  County 
Beaconcrest  Chronic 
Bellevue 
Bessie  Burke 
Cushing 

Doctors  of  Boston 
Francis  P.  Memorial 
Grover  Manor 
Guardian 

Hampshire  Cty.  Chr.  Disease 

Health  Dept. 

Hebrew  Rehab. 

Hussey,  Earle  E. 

Jewish  Memorial 

Lakeville 


Boston 

Pocasset 

Lowell 

Brookline 

Lawrence 

Framingham 

Boston 

New  Bedford 

Revere 

Cambridge 

Northampton 

Salem 

Roslindale 
Fall  River 
Roxbury 
Middleboro 


100.00 


No  Rate 

56.00 
86.00 


17.50 

24.48 
33.00 
19.27 
27.50 

33.84 


29.65 
23.39 
29.43 
32.00 
57.53 
56.67 


Lemuel  Shattuck  Boston 

Long  Island  Boston 

Mass.  Hosp.  School  Canton 

(Acute  Hosp.  Care  Only) 

Mass.  Rehabilitation  Boston 

Martha's  Vineyard  Oak  Bluffs 

Mattapan  Chr.  Disease  Boston 

Middlesex  Cty.  San.  Waltham 


98.29 
36.02 
56.73 


100.00 


57.53 
53.00 
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CHRONIC  HOSPITALS 


Hospital 


Loc  at  ion 


Percentage 
of  Charge 


All -Inclusive 
In -Patient 
Per  Diem 


Notre  Dame  Institute 
N.E.  Sinai 

Newburyport  Manor  Chr, 
Pentucket 
Plymouth  Cty.  Chr. 
Pondvil 1 e 
Rutland  Heights 
St.  Camillus 
St.  John  of  God 
Springf  ipld 
Springfield  Municipal 
Tewksbury 
Wa  shingtonian 
Western  Mass. 
Whitinsville  Mem. 
Worcester  County 
Youville  Rehab.  &  Chr. 
Disease 


Worcester 

Boston 

Newburyport 

Haverhil  1 

Hanson 

Norfolk 

Rutland 

Whitinsville 

Brighton 

Springfield 

Sori  r.gf  i  e  Id 

Tewksbury 

Boston 

West field 

Whit  insville 

Boyl ston 

Cambr i  dge 


9O.0O 


73.00 


17-34 
4l  .70 
28.no 
26.00 

6/|.71 
85.86 

53.97 
34.08 


27.53 
24.39 


73.73 

62.09 
58.04 


TUBERCULOSIS  HOSPITALS 
(Persons  65  years  and  over) 

All  -Inclusive 
In -Patient 


Hospital  Location  per  Diem 


Lakeville  Middleboro  56.67 

Mattapan  Chr.  Disease  Eosto"  57*53 

Middlesex  County  Sanitorium            than  53-no 

Norfolk  County  Braintr<=>^  54.69 

Western  Massachusetts  Wes^fie1^  73-73 


HOSPITALS 
WITH 

REHABILITATION  UNITS 

Percentage 

Hospital  Location  of  Charge 


All -Inclusive 
In -Patient 
Per  Diem 


Franklin  Cty.  Public 

Greenf iel d 

99.0O 

Hussey,  Earle  E. 

Fall  Riv<>r 

100.00 

Hebrew  Reh .  Ctr.  for  Aged 

Boston 

Toseph  P.  Kennedy  Jr.  Mem. 

Srsto^ 

96.00 

Marian  Manor 

Tau^co^ 

N.E.  Medical  Center 

Eo~ton 

90.00 

University 

3o  ston 

91 .00 

Youville  Rehab.  St  Chr.  Pis. 

C  -"v^T-idge 

Winchester 

Win  chaster 

95.00 

29.43 

13.38 

58. 04 
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HOSPITAL-BASED  ECF  BEDS 


Instruction; Payment  for  these  facilities  at  rates  listed  below  is  limited  to 
deductible  and  co-insurance  for  Medicare  eligible  patients  requiring  such  care. 


All-Inclusive 


Number 

Percentage 

In- Patient 

Hospital 

Location 

of  Beds 

of  Charge 

Per  Diem 

Cape  Cod  -  Chronic 

Hyannis 

40 

90.00 

Cu;  ring 

Framinghem 

298 

S27.50 

Hampshire  Cty.  Chr. 

Northampton 

31 

29.65 

Hebrew  Rehab.  Center 

Boston 

235 

29.43 

Mass.  Rehabilitation 

Boston 

225 

60.76 

Rutland  Heights 

Rutland 

81 

53.97 

Springfield  Munic. 

Springfield 

251 

27.53 

University  -  Chronic 

Boston 

107 

100.00 

Winchester  Hosp. 

Winchester 

90 

25.25 

Wing  Memorial 

Palmer 

20 

100.00 
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STATE  MENTAL  HEALTH  HOSPITALS 
(Persons  65  Years  of  Age  or  Older) 


All-inclusive 
In-Pat ient 


Hospital 

Location 

Per  Diem 

Boston  State  Hospital 

Boston 

$  35.41 

Danvers  State  Hospital 

Danvers 

14.27 

Foxborough  State  Hospital 

Foxborough 

15.12 

Gardner  State  Hospital 

Gardner 

14.93 

Grafton  State  Hospital 

Grafton 

15.39 

Mass.  Mental  Health  Hospital 

Boston 

42.40 

Medfield  State  Hospital 

Medfield 

21.25 

Metropolitan  State  Hospital 

Waltham 

16.75 

Northampton  State  Hospital 

Northampton 

12.08 

*Dr.  Harry  C.  Solomon  Mental  Health 

Center  Lowell 

42.40 

Taunton  State  Hospital 

Taunton 

17.29 

Westborough  State  Hospital 

Westborough 

16.17 

Worcester  State  Hospital 

Worcester 

26.79 

*Licensed  as  State  Hospital 
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FEE  SCHEDULE  II-A  -  OUT-PATIENT  SERVICES 

The  rates  below  are  for  out-patient  services  in  the  following  facilities  on  or 
after  October  1,  1971. 

PERCENTAGE  OF  CHARGE  RATES 

Percentage  of 


Hospital 

Location 

Charge  Rat 

Addison  Gilbert 

Gloucester 

90.00 

Alley,  Mary  A. 

Marblehead 

100.00 

Amesbury 

Amesbury 

91.00 

Athol 

Athol 

87 .00 

Barnstable  Cty~ 

Pocasset 

100.00 

Berkshire  Medical 

Pittsf ield 

1U0 . UU 

Center 

Beth  Israel 

Boston 

100.00 

Beverly 

Beverly 

i  aa  aa 
100. UU 

Bon  Secours 

Methuen 

i  r\  a   a  a 

100 . 00 

Boston  City 

Boston 

100.00 

Boston  Hospital 

Boston 

100.00 

for  Women 

Brigham,  Peter  B. 

Boston 

100.00 

Brigham,  Robert  B. 

Boston 

99.00 

Brockton 

Brockton 

100.00 

Brookline 

Brookline 

100.00 

Brooks 

Brookline 

83.00 

Burbank 

Fitchburg 

97.00 

B.S.  Cable  Mem. 

Ipswich 

100.00 

Cambridge 

Cambridge 

95.00 

Cape  Cod 

Hyannis 

100.00 

Cardinal  Cushing 

Brockton 

93.00 

General 

Carney 

Boston 

93.00 

Central 

Somerville 

94.00 
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no  op  J.  L  cl  1 

uocdtion 

unarge  Kate 

Charles  Choate 

Woburn 

94  .no 

Chelsea  Memorial 

Chel sea 

oo .  m  i 

Lniidren  s  Med . 

Boston 

i  oo  oo 

Cl inton 

Cl inton 

I(  U  1 .  1  IP 

Clover  Hill 

Lawrence 

1  OO  OO 

Cooley-Dickinson 

Northampton 

85.nO 

Doctors 

of  Boston 

46.O0 

Doctors 

of  Worcester 

i  nn  no 

Emerson 

Concord 

95.OO 

Fair 1  awn 

Worcester 

90  •  OU 

Fairview 

Gt -  Barrington 

n  r  on 

95 . 00 

Falmouth 

Falmouth 

ILK ' .  i.K» 

Farren  Memorial 

Montague  City 

10O.  CK' 

Faulkner 

Jamaica  Plain 

100.0O 

Framingham  Union 

Framingham 

100.00 

Franklin  Cty.  Pub. 

Greenf  ield 

100.00 

Glover  Memorial 

Needham 

93.00 

Goddard 

Stoughton 

t  pia  r\o 

Grover  Manor 

Revere 

1  OO  OO 

Hahnemann 

Boston 

ioo.no 

Harley  Private 

Dorchester 

loo.oo 

Harrington  Mem. 

Southbridge 

Haverhill  Mun. 

Haverhil  1 

"7 1  OO 

Henry  Heywood 

Gardner 

1  OO  OO 

Hillcrest 

Pittsf  ield 

100.00 

Holden  District 

Holden 

90.00 

Hoi yoke 

Hoi yoke 

88.00 

Hubbard  Regional 

Webster 

69.00 

Hunt  Memorial 

Danvers 

1  00  00 

Jaques ,  Anna 

Newburyport 

06  OO 

Jord  an 

Plymouth 

96.00 

Kenmore 

Boston 

100.00 

J. P.  Kennedy  Mem. 

Brighton 

100.00 
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Percentage  of 

Hospital 

Location 

Charge  Rate 

Mary  Lane 

Ware 

100.00 

Lawrence  General 

Lawrence 

100.00 

Lawrence  Mem. 

Medford 

100.00 

Leominster 

Leominster 

97.00 

Longwood 

Boston 

100.00 

Lowell  General 

Lowell 

100.00 

Ludlow 

Ludlow 

65.00 

Lynn 

Lynn 

100.00 

Maiden 

Maiden 

91.00 

Marlborough 

Marlborough 

100.00 

Martha 1 s  Vineyard 

Oak  Bluffs 

8U.00 

Mass.  Eye  and  Ear 

Boston 

r~\  ~~7  r\r\ 

Mass.  General 

Boston 

88.00 

Mass.  Osteopathic 

Jamaica  Plain 

100.00 

McLean 

Belmont 

89.00 

Melrose-Wakefield 

Melrose 

100.00 

Memorial 

Worcester 

100.00 

Mercy 

Springfield 

100.00 

Mil ford 

Mil ford 

79.00 

Milton 

Milton 

100.00 

Morse ,  Leonard 

Natick 

100.00 

Morton 

Taunton 

99.00 

Mount  Auburn 
Nantucket  Cottage 
Nashoba  Com. 
New  Eng.  Baptist 
New  Eng.  Deaconess 
N.E.  Med.  Ctr. 
N.E.  Memorial 
Ne wto n- We 1 1 e s 1 ey 
Noble 


Cambridge 

Nantucket 

Ayer-Groton 

Roxbury 

Boston 

Boston 

Stoneham 

Newton  L.P. 

Westfield 


100.00 
60.00 
100.00 
100.00 
100.00 
89.00 
100.00 
100.00 
100.00 


North  Adams 

No.  Shore  Child. 

Norwood 


No .  Adams 

Salem 

Norwood 


100.00 
100.00 
96.00 


Parker  Hill  Med. 


Roxbury 


100.00 
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nospi oai 

Location 

Percentage  of 
unarge  uaue 

Pliinlrof-f       TJ  T5 

riunKeutj  w.d. 

Adams 

i  aa  aa 
1UU.UU 

rroviuence 

no±yoKe 

oo«  uu 

wuincy  uiuy 

Qjuincy 

1  AA  AA 

1UU.UU 

Revere  Memorial 

Revere 

72.00 

St.  Ann's 

Fall  River 

100.00 

Ot«    fillZaDcT/n  3 

Brighton 

1  AA  AA 
1UU.UU 

o  o  •  j  onn  s 

Lowell 

*7"^  AA 

LaJWgJL-L 

or  on 
y^.  uu 

f~\  "1 

uti  j.  e  uoro 

i  nn  no 

JLUU  .  WW 

St.  Luke's 

New  Bedford 

100.00 

St.  Margaret's 

Dorchester 

100.00 

wis.      V  XlXVv  Cil  u 

norcesiicr 

i  oo  oo 

1UU . uu 

O  a.  J- trill 

Salem 

QO  AO 
yyJ»  UU 

oaiiu  ua  iviana 

Cambridge 

1  AA  AA 
1UU  «  UU 

Saugus  General 

Saugus 

100.00 

ooiner  vi  1 1  e 

Somerville 

Q"7  AA 

ouuun  onore 

Weymouth 

Rft  AA 
OO  .  UU 

opringi  leia 

bprmgl  iela 

nil  aa 
yl  .  UU 

Sturdy  Memorial 

Attleboro 

100.00 

Symmes 

Arlington 

100.00 

l nomas,  J  «o. 

Peabody 

1UU.UU 

Mental  Health  Ctr. 

No  Payment 

Tobey 

Wareham 

100.00 

Truesdale 

Fall  River 

bo.  00 

Union 

Fall  River 

100.00 

Union 

Lynn 

100.00 

Union 

New  Bedford 

84.00 

University 

Boston 

100.00 

Waltham 

Waltham 

95.00 

Wesson  Memorial 

Springfield 

92.00 

Wesson  Women's 

Springfield 

100.00 

Whidden  Memorial 

Everett 

90.00 

Whitinsviiie  Mem. 

Whitinsville 

99.00 

Winchendon 

Winchendon 

95.00 
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Percentage  of 

LT n  on  1  V  q1 
tlO  Sp  Lt  d  I 

L>ocat  ion 

Charge  Rate 

wincnester 

wmcnesr  er 

O  f  .  (  IV 1 

Wing 

Palmer 

100.00 

Winthrop 

Winthrop 

loo.oo 

Worcester  City 

Worcester 

100.00 

Worcester  Hahnemann 

Worcester 

86.no 

STATE  HOSPITAL  OUT-PATIENT  CLINIC  RATES 

Out -Patient  Clinic 

Hospital 

Location 

Rate 

Boston  State  Hospital 

Boston 

742 

Danvers  State  Hospital 

Danvers 

5-3° 

Foxborough  State  Hospital 

Fo  xbo  rough 

5-30 

Lakeville  Hospital 

Middleboro 

15.90 

Lemuel  Sh at tuck 

Boston 

18.55 

Mass.  Mental  Health  Hospital 

Boston 

8.48 

Medfield  State  Hospital 

Medfield 

5.30 

Metropolitan  State  Hospital 

Waltham 

5.30 

Northampton  State  Hospital 

Northampton 

5.30 

Pondville  Hospital 

Norfolk 

15.90 

Rutland  Heights  Hospital 

Rutland 

5.08 

Taunton  State  Hospital 

Taunton 

5.30 

Westborough  State  Hospital 

Westborough 

5.30 

Western  Mass.  Hospital 

Westf ield 

l6.Z}6 

Worcester  State  Hospital 

Worcester 

5.30 

*Dr.  Harry  C.  Solomon  Mental 

Lowel 1 

15.90 

Health  Center 


*Licensed  as  a  State  Hospital 
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PER  DIEM  OR  PER  VISIT  CLINIC  RATES 


Percentage  of  Per  Diem  or 

Institution  Location  Charge  Per  Visit  Rate 


Douglas  Thorn 
Health  Inc. 
J.J.  Putnam 

Judge  Baker  Guidance  Ctr. 
Lions  Orthoptic  Clinic 

of  Western  Mass.  Inc. 
South  End  Community 
Health  Center 
Tufts  Columbia 
Point  Clinic 
Washingtonian 


Boston 
Boston 
Boston 
Boston 
Springf  ield 

Boston 

Boston 

Boston 


lon.no 


Evaluation 
Therapy 


$28. 01  per  diem 

18. nn  per  diem 
l8.00  per  diem 
7.00  per  visit 
4.00  per  visit 
12.75  Per  visit 


No  Payment 
3.59  per  visit 
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TITLE  V  PROGRAMS 
(Maternal  and  Infant  Care,  Children  and  Youth  Clinics) 

City  of  Boston 


Name  of  Clinic   Location  Rate  Per  Visit 


♦Bunker  Hill  Health  Center  Charlestown  NO  RATE 

*Dimock  Community  Health  Center  Roxbury  $17.00 
East  Boston  Neighborhood  Health  Ctr.    E.  Boston  17.00 

♦Harvard  Street  Health  Center  Rox-No,  Dorchester  17.00 

*Laboure  Center  So.  Boston  17.00 

♦Martha  Eliot  Family  Health  Ctr.  Jamaica  Plain  17.00 

St.  Elizabeth's  M.  &  I.  Clinic  Brighton  17.00 

Storrow  School  C.  &  Y.  Clinic  Allston  17.00 

Washington  Park  Mall  Roxbury  17.00 

Whittier  Street  Health  Ctr.  Roxbury  17.00 


♦These  clinics  have  dental  services  which  shall  be  paid  in  accordance  with 
Pee  Schedule  VI. 
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FEE  SCHEDULE  IV-NUR3ING  SERVICES  PROVIDED  BY  HOIE  HEALTH 
AGENCIES  AND  HOME  NURSING  AGENCIES 


Service  Code  2001* 


ABINGTON 
ACTON 
ACUSHNET 
ADAMS 
AGAWAM 
ALPORD 
Al'ESBURY 
AMHERST 
ANDOVER 
ARLINGTON 
ASHBY 
ASHPIELD 
ASHLAND 
ATHOL 
ATTLEBORO 
AUBURN 
AVON 
AYER 

BARNSTABLE 
BARRE 
BEDFORD 
BELLLNGHAM 
BELMONT 
BERKLEY 
BERLIN 
BERNARDSTON 
BEVERLY 
BILLERICA 
BLACKSTONE 
BOLTON 
BOSTON 
BOURNE 
BOXBORO 
BOXFORD 
B0YL3T0N 
BRALNTREE 
BREV/STER 
BRIDGE'  .'ATER 


Rates  Per 
Visit 

$  3.00  BROOKLINE 

6.00  BURLINGTON 

6.43  CAMBRIDGE 

5-00  CANTON 

N.R.  CARLISLE 

7.00  CARVER 

7.50  CHARLTON 

5.00  CHATHAM 

7.50  CHELMSFORD 

10.00  CHELSEA 

7.00  CHESHIRE 

2.96  CHESTER 

5.00  CHICOPEE 

8.00     /ynrf    chili  kRK 

12.00      QCjtfd}],  CLARKSBURG 


N.R* 
7.00 
8.00 
1.50 
9.7^ 
5.00 
11.00 
10.00 

7.00 
7.46 
10.00 

3.00 
13.20 

nA/t>  7.00 

fW'/7t)6.50 
7.00 

5.00 

N.R. 

8.00  AJ/**7 

5.00 


CLINTON 
COHASoET 


''A  I 


CONCORD 
CONWAY 
DALTON 
DANVERS 
DARTMOUTH 
DEDHAM 
DEERFL.LD 
DENNIS 
DIGHTON 
DOUGLAS 
DOVER 
DRACUT 
DUDLEY 
DUNSTABLE 
DUXBURY 
E.  BRIDGEWATER 
EASTHAM 
EASTHAMFTON 
E.  LONGI  EADOW 
EASTON 
EDGARTOWN 
EGREIIONT 


Rates  Per 
Visit 
$  9.00 

4.50 

8.25 
10.00 

9.50 

2.00 
6.00 
4.00 
11.46 

8.50 

N.R. 
2.00 
8.50 
5.00 
9.50 
10.00 

9.50        /y/4  3'7 

2.96 
6.50 
10.51** 

7.00 
10.00 
N.R. 

8.00 
10.00 
4.oo 
5.00 
11.46 
3.50 
7.00 
8.00 
6.00 
5.00 
5.00 
9.00 
8.00 
5.00 


7.00    j<     .  1  vnuri^uiu-D 


ERVING 

ESSEX 

EVERETT 

PAIRIIAVEN 

PALL  RIVER 

FALMOUTH 

FITCHBURG 

FLORIDA 

FOXBCRO 

FRAMLNGHAM 

FRANKLIN 
TGARDrER 
/  GAYHEAD 

GEORGETOWN 

GILL 

GLOUCESTER 
GRAFTON 
GRANBY 

GR.BARRINGTON 
GREENFIELD 
GRCTON 
GRGVELAND 
HALIFAX 
tLJULTON 
tt'JIPDEN 
HANCOCK 
HANOVER 
HANSON 
HaRDWICK 
HARWICH 
HATFIELD 
HAVERHILL 
HINGHAM 
HINSDALE 
HOLBROOK 
HOLDEN 
IIOLLISTON 
HOLYOKE 
DALE 


Rates  Per 
Visit 
$  8.00 

11.00 

10.97 


MA  t'6 


7i 


9.50 

6.50  A/jyi 

N.R.  /P 
9.37 
10.50 

10.00  am_ 

5.00 
7.66 
7.45 
6.00 
5.00 
12.00 
7.00 
7.^6 
7.00 
7.66 
10.50 
8.00 
9.00 
8.50 
4.50 
5.01 
3.50 
N.R. 
N.R. 
7.66 
8.00 
6.50 
8.00 
10.00  AMM 


\H0PE 


BROCKTON     IZ-rtyfr&beff  ijt/- 

A9A/7 

N.R.    -    No  Reimbursement 
♦This  is  the  service  code  for  all  nursing  services  by  home  health  agencies  and 

home  nursing  agencies. 
**Thio  rate  io  also , off ectivg  from  7/1/70  to  lQ/l/70 
XThCr.l7?  effective  '/,/7<:  1hrv  ^j.?i/7o  ivts  '//.& 
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FEE  SCHEDULE  IV-NURSING  SERVICES  PROVIDED  BY  HOME  HEALTH 
AGENCIES  AND  HOME  NURSING  AGENCIES 


Service  Code  2001* 


Rates 
Visit 


Per 


Rates  Per 
Visit 


HOPKINTON 
HUBBARDSTON 
HUDSON 
HULL 
IPSWICH 
KINGSTON 
LAKEVILIE 
LAEOURE  CENTER 

(BOSTON) 
LANCASTER 
LANESBORO 
LAWRENCE 
LEE 

LEICESTER 
1EN0X 
LEOMINSTER 
LEXINGTON 
LEYDON 
LINCOLN 
LITTLE  SISTERS 
ASSUMPTION-LYNN  8.50 


£10.50 
N.R. 
6.05 
3-00 
11.00 

8.00 

N.R. 


10.50** 
N.R. 
8.50 

7.24  AmW 

N.R. 
N.R. 

9.59        .  . 
£10         eff  f////7P 

7.46  n*?7 
9.50 


LITTLETON 

LONGMEADOW 

LOWELL 

LUDLOW 

LUNENBURG 

LYNN 

LYNNFIELD 

MALDEN 

MANCHESTER 

MANSFIELD 

MARBLEHEAD 

MARION 

MARLBORO 

MARSHFIELD 

MASHPEE 

MATTAPOISETT 

MAYNARD 

MEDFIELD 


7.00 
9.00 
11.46 
3.00 
6.00 
9.50 
9.50 
9.00 

4^50  b.oo  yfj  r/,/ //Jnew  sale: 

6,00  /T.TCMTITVW 

6.00 
6.00 

4.75 
N.R. 
8.00 
4.50 
6.50 
5.00 


MEDWAY  ; 
MEDFORD 
MELROSE 

MEL. -WAKEFIELD 
HOSP.  HOME 
HEALTH  CARE 
MENDON 
MERRU1AC 
METHUEN. 
MII'DLEBORO 
MIDDLE!""' IE  LD 
MIuDLETON 
MILFORD 
MILLBURY 
MILLI3 
MILLVILLE 
MILTON 

MONTAGUE 
MONTEREY 
NAHANT 
NANTUCKET 
NATICK 
NEEDHAM 
NEW  ASHFORD 
NEW  BEDFORD 
NEWBURY 
NEWBURYPORT 
NEW  MARLEORO 
M 

NEWTON 
NORFOLK 
NORTH  ADAMS 
NORTHAMPTON 
NORTH  ANDOVER 
j  NORTH  ATTLEBORO 
/  NORTHBORO 
/  NORTHBRIDGE 
NORTHFIELD 


2.00 
8.00 
8.50 


9.68 
5.00 
N.R. 
7.24 
5.00 
N.R. 

8.00 

7.00 

13.20 
9.00 

~>  • 

5.00 
7.00 
9.50 
N.R. 
9.50 
9.50 

7.50  /V/^vf 


l>*  sn>4-rt 

»/V  ^ J  1,1'  ' 


ie^-ee  /c  t;j^y//7,pR0viNCET0WN 

7.25  QUINCY 

7.25  RANDOLPH 

7.00  RAYNHAM 

8.00  READING 

12.94  REHOEOTH 

5.00  REVERE 

9.50  /V/?^  RICHMOND 
■5. 00^ A"  ^i^l71  ROCKLAND 

7.24  ROCKPORT 

7.00  r ROWLEY 

7.81  I  ROYALSTON 

5.00  I  RUTLAND 

5.50  I  SALEM 

70  c  w'wi ^itoH&r&l 


N.R.  -  No  Reimbursement 
*  This  is  the  service  code  for  all  nursing  services  by  home  health  agencies 

and  home  nursing  agencies. 
**This  rate  is  also  effective  from  7/1/70  to  10/1/70. 


7.00 
6.50 
8.00 
N.R. 
8.50 
7.00 
8.00 
10.50 
10.00 
4.25 
8.25 
7.00 
10.00 
8.00 
10.00 
8.50 
6.00 
5.00 
5.80 

XX  .  >.  O 

N.R. 

10.00 

9.00 

L*0 


Rates  Per 
Visit 

NORTH  READING  $  8.00 

NORTON  12.00 

NOR /ELL  N.R. 

NORWOOD  -5r«>- 

OAK  BLUFFS  5.00 

OAKHAM  10.00 

ORANGE  8,00 

ORLEANS  3.75 

OTIS  7.00 

OXFORD  3.00 

PALMER  6.45 

PAXTCN  10.00 

PEABODY  9.00 

PEMBROKE  5.00 

PEPPERELL  2*00 
PERI  JET  F.H. 
SERV.-UOR. 
PERt? 

PETERSHAM 
PHILLIPSTON 
PITTSFIELD 
PLAINVILLE 
PLYMOUTH 
PLYMFTON 
PRINCETON 
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FEE  SCI- 

[EDULES 

Pane  3 

FEE  SCHEDULE 

1V-NURSING  SERVICES  PROVIDED 

BY  HO. 

IE  HE  LTH 

.HAT:.*!  JOii^  O  i\±*ilj 

i-TOT.ff'  !\TURSTTJG 

1  Ivx  J j    1VJU1V--  Xiy^J 

AGEriCDES 

Service  Code 

2001* 

Ratps  Pct* 

Rates  I 

Visit 

V  J.  O  X  u 

Visit 

SALISBURY 

STTKTTW  RT  ZiKT) 

yF^T  R0YLST0N  » 

plO.GO 

SANDIS^LEID 

7.00 

^HTTPM 
ou  1  i  urj 

W  RRTOGF'WATFR 

5. 00 

SAND'  'ICR 

6.00 

Q1  r  *Tyro  Qppmrp 

T.rcQ'pT,v|  pr  n 

6.  co 

SAUGUS 

0.  so 

Q1.T  A  f  TQT?  (\ 
OW>'u  Jo^A 

wii/OiJ.  ^jrw 

11.46 

SCITUATE 

6.00 

T  A    A  A 

1U.  uu 

Viil»0  j.XXni  11.  ivjiy 

SEEKONK 

N  R 

i<t  ail* 

ILL  LrLx..  xUiv 

^  so 

SHARON 

' I  X^kX  V v./ 1  \J 

s  00 

Ifci'.koCUnl 

XX  .  HO 

LrTJ^T1  MTTURT  FRY 

7.66 

SHEFFIELD 

kuf  A  Li-  ~i  X    X     X-  - —  i_  1  J 

7  00 

1  XoLUn  1 

C    A  A 

VTW  c,TPT,T 
W.'X^OlUlNi 

IP  40 

SHr;LRURWE 

N  R 

1  Ui  or  xl  l  ii J 

c;  on 

V.'IliOX  rUiAi 

6.  co 

SHERBORN 

0  SO 

i  U'.:H  oLi\liJ 

WLjOJ.     11  JJJuUX 

S  CO 

SHIRLEY 

— '  1    L  X.    1    *  *     '  \     '  J. 

7  00 

i  nuiiu 

A  pn 

U  ^PRTfvTGPTELD 

W  •        OIT  Li  J-  1M  Ui  J_i—rJ_Ji-/ 

9. 00 

SHREWS EURY 

13.42 

*      »  Cm 

'TV?'  TP  Q  P  P  T!  p 

*7  OP 

(  .  uu 

U  ^TO^K^PlIDGE 

6.00 

SOMERSET 

7.00 

1  1  uXi  JUniU'l 

A  OP 

vVi-J  kJ  J.  w .  L> 

10.00 

SOI'ERVILLE 

8.7S** 

UL  1U.W, 

A  00 
D,  UU 

UVYT.TOTFrH 

8.59 

30UTHB0R0 

10,50 

t  rvnp  t  r  pit 

A  op 

D  .  UU 

1JlT^rTVI  Y 

2.96 

SOUTHBRIDGE 

6.70 

T/AtnrET'Tu'T  J) 

O     A  A 

i.  1  H*J  V 'i  1  <  ~ ■' V  1  Ijl-'fj 

SGUTHAiii'l'UN 

5.00 

h  pp 
'  r  .  UU 

Vj7iITTvLAJxJ' 

6.00 

SOUTH  END  CGI 

21. 

"TAT  rpu  aT/T 

10.91 

WlLBRAHAf'4 

9.0c 

HEALTH  CENTER  8.36 

3.50 

WILLIAMSBURG 

N.R. 

OATimrr    tt«  t-n  t  t— <-«  - 
wvOiii  iinfLiL.1 

N.E.. 

(a( API-  t-TAM 

6. CO 

WILLIAIvISTOWN 

7.50 

SOUTHWICK 

9.00 

T.r  a  RftPM 

N.R. 

WILMII'IGTON 

2.50 

SPKNCER 

4.50 

8.00 

TOICHEND0N 

N.R. 

SPRINGFIELD 

9.00 

WATERTOl'JN 

V  >  f\.  X  LU  IX  W  .  .  X  ^ 

10.49 

l/INCHESTER 

8.00 

STERLING 

10.00 

WAYLAND 

10.00 

VO2MDS0R 

6.50 

STOCKERIDGE 

7.00 

WEBSTER 

VONTHR0P 

8.50 

STO^fEHAM 

8.00 

WELLESLEY 

9.38 

VJ0EURN 

8.00 

STGL'GHTON 

3.75 

WELLFLEET 

6.00 

WORCESTER 

13.^2 

STOVJE 

4.75 

V/ENDELL 

8.00 

1>/RENTHAM 

6.00 

STURBRIDGE 

4.37 

8.00 

YARMOUTH 

8.00 

SUDBURY 

9.75 

WESTB0RO 

y^^ee  ejU/f/7/ 

N.R,  -  No  Reimbursement 

*'  'his  is  the  service  code  for  all  nursing  services  by  home  health  agencies 
and  home  nursing  agencies. 
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PEE  SCHEDULE  IV-A-CERTIPIED  HOME  HEALTH  AGENCIES 


All  certified  Home  Health  Agencies  must  provide  at  least  one  other  service  in 
addition  to  Nursing,    The  following  is  a  key  to  these  services;  (*) 
PT  -  Physical  Therapy;  OT  -  Occupational  Therapy;  ST  -  Speech  Therapy;  MSS  - 
Medical  Social  Services;  HHA  -  Home  Health  Aides 

Until  fees  are  established  by  the  Rate  Setting  Commission,  the  Department  will 
reimburse  services  as  charged. 


Service  Code 
City/Town 


062002 


Home  Health  Agency 


♦Services  Provided 


Abington 

Acton 

Acushnet 

Adams 

Alford 

Amesbury 

Amherst 

Andover 

Arlington 

Ashby 

Ashfield 

Ashland 

Athol 

Attleboro 

Auburn 

Ayer 

Barnstable 

Bedford 

Bellingham 

Belmont 

Berlin 

Bernardston 

Berkley 

Beverly 

Bolton 
Boston 


Bourne 

Bo xbo rough 

Boxford 


Abington  VNA,  N.  Abington 

Acton  Public  Health  Nursing  Service,  Acton 

Acushnet  Board  of  Health,  Acushnet 

Adams  Board  of  Health,  Adams 

S,  Berkshire  VNA,  Great  Barrington 

Amesbury  Board  of  Health,  Amesbury 

Amherst  Board  of  Health,  Amherst 

VNA  of  Andover,  Andover 

Arlington  VNA,  Arlington 

Burbank  Hosp. ,  Comp,  HHS,  Pitchburg 

Nashoba  Nursing  Service,  Ayer 

Ashfield,  Conway,  Sunderland  &  Whately 

Public  Health  Agency,  Sunderland 

Ashland  Board  of  Health  HHS,  Ashland 

Athol-Orange  Community  HS  Agency,  Athol 

Community  Health  Agency,  Attleboro 

Auburn  District  Nursing  Assoc.  Auburn 

Nashoba  Nursing  Service,  Ayer 

VNA  of  Central  Cape  Cod,  Hyannis 

Bedford  Public  Health  NS,  Bedford 

Milford  Area  VNA,  Milford 

Belmont-Watertown  Community  Health,  Belmont 
Nashoba  Nursing  Service,  Ayer 
Greenfield  VNA,  Greenfield 
Taunton  VNA,  Taunton 
Beverly  VNA,  Beverly 

Beverly  Hosp.  Home  Care  Service,  Beverly 
Nashoba  Nursing  Service,  Ayer 
VNA  of  Boston,  Boston 

Dept.  Home  Care,  Beth  Israel  Hosp.,  Boston 
Peter  Bent  Brigham  Hosp.  HCP,  Boston 
Tufts  Univ.  Columbia  Point  HC,  Boston 
Laboure  Center  VNA,  S.  Boston 
Palmouth  Nursing  Assoc.,  Palmouth 
Nashoba  Nursing  Service,  Ayer 
Beverly  Hosp.,  Home  Care  Service,  Beverly 
Topsfield-Boxford  Community  Club,  Topsfield 


FT, OT, ST, MSS, HHA 
PT 

PT,OT,ST,MSS,HHA 

PT 

PT 

PT,OT,ST,MSS 
PT 

FT, HHA 
PT,0T,ST,M3S 
PT,OT,ST,MSS,HHA 
MSS, HHA 

PT,OT,ST,MSS 
PT 

PT,MSS 

PT,OT 

PT 

MSS, HHA 

PT,OT,ST,MSS,HHA 
PT 

PT,OT,ST,MSS 
PT,0T,ST,MSS/vy/'t4 
MSS, HHA 
PT,OT,ST,MSS 
PT,0T,3TtMSS,IlHA 
PT,OT,ST 
FT, OT, ST, MSS 
MSS, HHA 

PT,OT,ST,MSS,HHA 
PT,OT,ST,MSS,HHA 
PT, ST, MSS, HHA 
PT, MSS, HHA 
PT, MSS, HHA 
PT,OT,ST,:iSS,HHA 
MSS, HHA 
PT,OT,ST,MSS 
FT,  ST 
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FEE  SCHEDULE  IV- A- CERTIFIED  H014E  HEALTH  AGENCIES 


Service  Code:  062002 


nome  neai xn  Agency 

■^Services  Provided 

Braintree  Vim,  S.  Braintree 

FTj 

C  m     T_TTT  A 

oT,rlrlA 

vim  oi  uenxrai  uape  ooa,  nyannis 

PT, 

ST , 0T , Mob ,  HHA 

Bridgewater  VNA,  Bridgewater 

Tim 

PTS 

r\m     Cm    1\,TC  C  UUA 

0  i  ,  o  1  ,  MOo ,  nrlA 

oi  uuxv ion 

.orocKxon  vim,  rsrocKuon 

PT, 

/"\  m    i-1  m   i\  /ro  o    t  _tt_t  a 

0T, bT, MSS, HHA 

DrooKime 

Dept. Home  Care,  Beth  Israel  Hosp, ,  Boston 

Tim 

PT, 

0T , ST , Moo , HHA 

rexer  rsenx  orignani  riosp.  .  nUr,  coston 

PT, 

■j  J. ,  Mob  ,nHA 

Brookline  Visiting  Nurse  Ser. ,  Brookline 

DTi 

rl  \ 

nrlrt. 

-LXIlg  LUI1 

curiingxon  noara  oi  neaixn,  .ouriingxon 

T.m 

PT 

uamuriage 

Dept.  Home  Care,  Beth  Israel  Hosp,,  Boston 

Tim 

PT, 

Or ,  o  1  ,  i-Jbo ,  HHA 

uamDriage  vima,  Cambridge 

Tim 

PT 

oanxon 

Canton  Nursing  Assoc.,  Canton 

PT, 

ST 

Carlisle 

Emerson  Hosp. ,  Home  Care  NS,  Concord 

PT, 

HHA 

Carver 

Carver  Public  Health  Nurse  Comm. ,  Carver 

PT, 

Am    om    n(rn  O 

0T,ST,MSS 

Charlton 

bouthbndge  VNA,  Southbridge 

PT, 

0T 

una bnam 

Chatham  Vim,  Chatham 

PT 

Chelmsiord 

Lowell  Vim,  Lowell 

PT, 

0T,ST,Iibo,HHA 

Chelsea 

VNA  of  Chelsea,  Revere,  Winthrop;  Revere 

PT 

Chicopee 

/""II  ■    _                            T  T*Tv  T  A                  ^  • 

Chicopee  VNA,  Chicopee 

PT, 

HHA 

Chilmark 

Martha's  Vmeyd  Visiting  Nurse, Vmeyd  Haven 

PT, 

HHA 

Clarksburg 

VNA  of  N.  Adams,  North  Adams 

FT 

Clinton 

Clinton  District  Nursing  Assoc.,  Clinton 

PT 

HHA 

Cohasset 

Social  Service  League  of  Cohasset,  Cohasset 

FT 

,MSS,HHA 

Colrain 

Greenfield  VNA,  Greenfield 

PT, 

0T,ST,IISS 

Concord 

Emerson  Hosp.,  Home  Care  NS,  Concord 

PT, 

,HHA 

Conway 

Ashfield,  Conway,  Sunderland,  Whately  PHA 

PT, 

0T,ST,MSS 

uaiton 

Dalton  Eoard  of  Health,  Dal ton 

PT 

Dartmouth 

Dartmouth  Board  of  Health,  S.  Dartmouth 

PT 

,ST,0T,MSS,HHA 

pi.  jr.  

Dedham 

Dedham  VNA,  Dedham 

PT 

ST,  0T,  MSS,. 

Dennis 

VNA  of  Central  Cape  Cod,  Hyannis 

PT 

,ST,0T,M33,HHA 

Dignton 

Taunton  Vim,  Taunton 

PT 

0T, ST, MSS, HHA 

Douglas 

Douglas  Board  of  Health,  E.  Douglas 

MSS 

Dover 

VJMA  of  Dover,  Medfield,  Norfo4.K,  Mediield 

PT 

,ST 

uracux 

Lowell  VJMA,  Lowell 

PT 

(0T,ST,MSS,HHA 

Webster  Samaritan  Assoc. ,  l/ebster 

PT 

lAHis  table 

Nashoba  Nursing  Service,  Ayer 

MSS, HHA 

riymouxn  uommunixy  ixiurse  assoc.,  riymouxn 

PT 

,0T,ST,MSS,HHA 

East  Bridgewater 

E.  Bridgewater  HHA,  E.  Eridgewater 

PT 

,0T,3T,MSS,HHA 

Eastham 

Eastham  Town  Nursing  Service,  Eastham 

PT 

,HHA 

Easthampton 

Easthampton  VNA,  Eastharr.pton 

FT 

East  Longmeadow 

VNA  of  Springfield,  Springfield 

FT 

Easton 

Easton  Nursing  Assoc.,  N.  Easton 

PT 

,0T,3T,ITSS,HHA 

Edgartown 

Martha's  Vineyd  VN,  Vineyard  Haven 

PT 

,HHA 

Egreraont 

S.  Berkshire  VNA,  Great  Barrington 

PT 

Erving 

Athol-Orange  Community  Health  Ser. ,  Athol 

PT 

,MSS 

Essex 

Cable-Coburn  Reg.  Home  Health  Ser. ,  Ipswich 

PT 

,  ST,  MSS 

Everett 

Everett  VNA,  Everett 

PT 
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PEE  SCHEDULE  IV-A- CERTIFIED  HOME  HEALTH  AGENCIES 


Service  Code:  062002 
City/Town" 


Home  Health  Agency 


^Services  Provided 


Pairhaven 

Pall  River 

Palraouth 

Fitchburg 

Florida 

Foxboro 

Framingham 

Franklin 

Freetown 

Gardner 

Gay  Head 

Georgetown 

Gill 

Gloucester 
Grafton 

Granby 

Gt.  Barrington 
Greenfield 


Groton 
Grove land 
Halifax 
Hamilton 

Hampden 

Hanover 

Hanson 

Harwich 

Haverhill 

Hingham 

Hinsdale 

Holbrook 

Holden 

Holliston 

Holyoke 

Hopedale 

Hopkinton 

Hudson 

Hull 

Ipswich 

Kingston 

Lanesborough 

Lawrence 

Lee 


Community  Nurse  Assoc.  of  Pairhaven, 

Pairhaven 
District  Nursing  Assoc.,  Pall  River 
Falmouth  Nursing  Assoc.,  Falmouth 
VNA  of  Fitchburg,  Fitchburg 
Burbanl:  Hosp. ,  Comprehensive  HHS,  Fitchburg 
VNA  of  N.  Adams,  North  Adams 
Community  Health  Agency,  Attleboro 
Framingham  VNA,  Framir.gham 
Franklin  Board  of  Health  NS,  Franklin 
District  Nursing  .Assoc.,  Fall  River 
Gardner  VNA,  Gardner 
Martha's  T/ineyard  VN,  Vineyard  Haven 
VNA  of  Haverhill,  Haverhill 
Greenfield  VNA,  Greenfield 
Gloucester  District  NA,  Gloucester 
Community  Nursing  Assoc.  of  Grafton, 

Grafton 
Holyoke  VNA,  Holyoke 
S.  Berkshire  VNA,  Gt.  Barrington 
Greenfield  VNA,  Greenfield 
Franklin  Cty.  Pub.  Health  Hosp, ,  Franklin 
Rehabilitation  &  Home  Care  Ser. ,  Greenfield 
Nashoba  Nursing  Service,  Aver 
VNA  of  Haverhill,  Haverhill 
Brockton  VNA,  Brockton 
Beverly  Hosp.,  Home  Care  Ser.,  Beverly 
VNA  of  Hamilton  &  Wenham,  Hamilton 
VNA  of  Springfield,  Springfield 
Hanover  VNA,  Hanover 
Hanson  VNA,  Hanson 

Harwich  Town  Nursing  Service,  Harwich 
VNA  of  Haverhill,  Haverhill 
Hingham  VN,  and  Community  Ser. ,  Hingham 
Dal ton  Board  of  Health,  Dalton 
Holbrook  VNA,  Holbrook 

Wachusett  Home  Health  Care  Agency,  Holden 
Holliston  3  of  Health,  Holliston 
Holyoke  VNA,  Holyoke 
Milford  Area  VNA ,  Milford 
Framingham  VNA,  Framingham 
Hudson  Community  Health  Assoc.,  Hudson 
Hull  Board  of  Health,  Hull 
Cable-Coburn  Reg.  HHS,  [pswich 
Plymouth  Community  Nurse  Assoc.,  Plymouth 
Pittsfield  VNA ,  Genera]  Hosp. ,  Pittsfield 
VN  Dept. ,  General  Hosp. ,  Lawrence 
Lee  VNA,  Lee 


HHA 

PT,0T,ST,MSS,HHA 
PT,0T,ST,MSS,HHA 
PT,0T,ST,JSS,HHA 
PT,0T,ST,MSS,HHa 
PT 

PT,0T 
PT,ST 
PT,0T,ST 

PT,0T,ST,MSS,HHA 
PT 

PTjHHA 
PT, 3T,HHA 
PT,0T,ST,MSS 
MSS 

MSS,HHA 

PT, HHA, MSS 
PT 

PT,0T,ST,MSS 

PT,0T,ST,MSS 

FT, 0T, ST,  MSS 

MSS, HHA 

PT , ST , HHA 

PT,0T,ST,MSS,HHA 

PT,0T,ST,MSS 

PT 

PT 

PT,0T,ST,MSS,HHA 

FT ,  0T ,  ST ,  MSS,  hi  HA  Wbl 

PT,HHA 

PT,ST,HHA 

PT 

PT 

PT,HHA 
PTjHHA 
PT 

PT,HHA,MSS 

PT,0T,ST,MSS 

PT,ST, 

PT.HHA 

FT 

PT,ST,M3S 

PT,0T,ST,MSS,HHA 

HHA 

PT,ST,HHA 
PT,HHA 
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FEE  SCHEDULE  I7-A-CERTIFIED  HOIE  HEaLTH  aG..NCES 

Service  Code;  062002  

City/Town  Home  Health  Agency  ^Services  Provided 


J-JCtJiU-LIlO  LtrX 

I   ^  /~\  m  ™i  v-\  0  *t"  /"*v  >*»    "\  /  ^T  A        T  /~\    ty*  t  >"\  0     q  v* 

PT, 

HHA 

JDuPDaiiK.  riosp.   uoioij*  iirio 9  r  iT/CnuuPg 

PT, 

0T,ST,HSS, 

HHA 

ureeniieia  vima,  inc. ,  (j-reeniieia 

PT, 

0T,ST,MSS 

ijcALIl^  UUI1 

.Lexingxon  vi\iA,  Lexingxon 

PT, 

0T,ST,MSS 

Lincoln 

Emerson  Hosp,  Home  Care  NS,  Concord 

PT, 

HHA 

T  -i  4-  -+- 1 

.Lixxiexon 

Nashoba  Nursing  Service,  Ayer 

MSSjHHA 

Longraeadow 

VNA  of  Springfield,  Springfield 

PT 

Lowell 

Lowell  VNA,  Lowell 

PT, 

0T,ST,MSS, 

HHA 

Lun  e  nbur  g 

Lunenburg  PHN  Service,  Lunenburg 

MSi 

J, HHA 

Burbank  Hosp.  Comp.  HHS,  Fitchburg 

PT. 

0T,ST,HSS, 

HHA 

T  imn 
i-iy  1 1X1 

vima  01  dt,  Lynn,  Lynn 

PT, 

ST,MSS,HHA 

Pernet  Family  Health  Service  of  Lynn,  Lynn 

PT, 

HHA 

Lynnf ield 

VNA  of  Gt.  Lynn  Inc.,  Lynn 

PT, 

3T,MSS,HHA 

riaiaen 

Maiden  Community  Nursing  Assoc.,  Maiden 

PT, 

0T,ST,MSS 

Manchester 

Manchester  Nursing  Services,  Manchester 

0T 

Beverly  H0sp.  Home  Care  Service,  Beverly 

PT, 

0T,ST,MSS 

iviansi  le  jlq 

Community  Health  Agency,  Attleboro 

PT, 

0T 

1'id.x  uieneaa 

iviarbleheaa  VJMA,  Marbleheaa 

PT 

ivid.x  ion 

Marion  Vi\lA,  Marion 

HHA 

ivia.x  1  ooro 

Marlboro  VwA,  Marlboro 

PT 

,HHA 

Mp  QhnoD 
na  oiipcc 

vim  01  oenxrai  Lape  Lou,  xiyannis 

PT 

0T,ST,MSS, 

HHA 

riaxxapoitsexx 

Mattapoisett  District  Nurses,  Mattapoisett 

PT, 

0T,ST,MSS, 

HHA 

Maynard  PHI^  Service,  Maynard 

PT, 

MSS 

Mori -Ft  ol  ^ 

1'ieai  ieia 

VJMA  01  Dover,  Medfield,  Nor  1  oik,  Mealiela 

PT 

ST 

Mori  "Frir>H 

ivieaiora  vim,  Meaiora 

PT 

0T,ST,MSS 

i'lcix  use 

Melrose  District  Nursing  Service,  Melrose 

PT 

,0T,ST,JSS, 

HHA 

Melrose-Wakefield  Hosp.  Home  Care,  Melrose 

PT 

0T , 5T , HHA 

TVlci 

rienuon 

Miiiord  Area  VNA,  Milford 

PT 

,0T,ST,MSS 

rie  j?  r  xma.  ck 

Merrimack  Board  of  Health,  Merrimack 

PT 

,0T,ST,MSS 

VNA,  Lawrence  General  Hosp.  Lawrence 

PT 

,  ST, HHA 

Miaaleton 

Middleton  Community  Service,  Middleton 

PT 

,0T,,ST,MSS 

i'liliord 

Milford  Area  VNA,  Milford 

PT 

,0T,3T,MSS 

Mi 11 bury 

Millbury  Society  for  Dist. Nursing,  Millbury 

PT 

,0T,ST,MSS, 

HHA 

Mi  lino 
rll  1 1 1 3 

Millis  Bog  Home  Nursing  Service,  Millis 

PT 

,0T,ST,MSS 

Milton 

Milton  VN  and  Soc.  Service  League,  Milton 

PT 

Monson 

Monson  VNA,  Monson 

PT 

,0T,ST,MSS 

Montague 

Town  of  Montague  Nurs.  Dept.,  Turners  Falls 

PT 

(LT,ST,MSS 

Franklin  Cty.  Pub.  Health  Hosp. ,  Greenfield 

PT 

,0T,ST,MSS 

Monterey 

Southern  Berkshire  VNA,  Gt.  Barrington 

PT 

Mount  Washington 

Southern  Berkshire  VNA,  Gt.  Barrington 

FT 

Nahant 

Pernet  Family  Health  Service  of  Lynn,  Lynn 

PT 

,HHA 

VNA  of  Gt.  Lynn,  Lynn 

PT 

,ST,MSS,HHA 

Natick 

Natick  VNA,  Natick 

PT 

Needham 

Needham  VNA,  Needham 

PT 

,0T,ST,MSS, 

HHA 

New  Ashford 

Williamstown  VNA,  Williamstown 

PT 

New  Bedford 

New  Bedford  VNA,  New  Bedford 

HHA 
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Newbury 

Newburyport  Health  Centre,  Newburyport 

PT 

0T,ST,MSS 

Newburyport 

Newburyport  Health  Centre,  Newburyport 

PT 

,OT,ST,MSS 

New  Marlborough 

S,  Berkshire  VNA,  Gt.  Barrington 

FT 

New  Salem 

Athol-Orange  Community  Health  Ser. ,  Athol 

PT 

MSS 

Newton 

Newton  VNA,  Waban 

FT 

ST 

Dept.  Home  Care,  Beth  Israel  Hosp.  Boston 

PT 

0T,3T,M3S 

,HHA 

Peter  Bent  Brigham  Hosp.  Home  Care,  Boston 

PT, 

ST, MSS, HHA 

Norfolk 

VNA  of  Dover,  Medfield,  Norfolk;  Medfield 

PT, 

ST 

North  Adams 

VNA  of  North  Adams,  N0rth  Adams 

FT 

Northampton 

Northampton  VNA,  Northampton 

FT 

North  Andover 

VNA,  Lawrence  General  Hosp. ,  Lawrence 

PT 

ST, HHA 

North  Attleboro 

Community  Health  Agency,  Attleboro 

PT 

OT 

Northboro 

Northboro  Dist.  Nursing  Assoc.,  Northboro 

PT 

HHA 

Northbridge 

Northbridge  Nursing  Assoc.,  Whitinsville 

MSS 

Northfield 

Franklin  Cty.  Pub.  Health  HGsp. ,  Greenfield 

PT 

OT,ST,MSS 

Northfield  PHN  Service,  Northfield 

PT 

OT,ST,MSS 

North  Reading 

Combined  VNA's  of  Reading,  Stoneham,  Wakefield 

and  Wo burn;  Reading 

FT 

,OT,ST,MSS 

HHS,  N.E.  Memorial  Hosp.,  Stoneham 

PT 

Melrose-Wakefield  Hosp.,  HCP,  Melrose 

PT 

,ST,OT,HHA 

Norwood 

Norwood  VNA,  Norwood 

FT 

Oak  Bluffs 

Martha's  Vineyard  VN,  Vineyard  Haven 

PT 

,HHA 

Oakham 

Wachusett  Home  Health  Care  Program,  Holden 

PT 

,HHA 

Orange 

Athol-Orange  Community  HS  Agency,  Athol 

PT 

MSS 

Orleans 

Orleans  Town  Nursing  Service,  Orleans 

FT 

,HHA 

Otis 

S.  Berkshire  VNA,  Gt.  Barrington 

FT 

Palmer 

Palmer  VNA,  Palmer 

PT 

,OT,ST,MSS 

Paxton 

Wachusetts  Home  Health  Care  Agency,  Holden 

PT 

,HHA 

Peabody 

Peabody  VNA,  Peabody 

PT 

HHS  Program,  J.B.  Thomas  Hosp.,  Peabody 

PT 

,0T,ST,M3S 

Pembroke 

Pembroke  PHN  Assoc.,  Inc.,  Pembroke 

PT 

,OT,ST,MSS 

Peru 

Dalton  Board  of  Health,  Dal ton 

PT 

Petersham 

Athol-Orange  Community  HS  Agency,  Athol 

PT 

,MSS 

Pittsfield 

Pittsfield  VNA,  General  Hosp.,  Pittsfield 

HHA 

Plymouth 

Plymouth  Community  Nursing  Assoc.,  Plymouth 

PT 

,0T,ST,MS3 

,HHA 

Plympton 

Brockton  VNA,  Brockton 

PT 

,0T,3T,MSS 

,HHA 

Princeton 

Wachusett  Home  Health  Care  Agency,  Holden 

PT 

,HHA 

Provincetown 

Provincetown  Health  Dept. ,  VN,  Provincetown 

HHA 

Quincy 

Quincy  VNA,  Quincy 

FT 

,OT,ST,MSS 

,HHA 

Randolph 

Randolph  Board  of  Health,  Randolph 

PT 

Raynham 

Taunton  VNA,  Taunton 

PT 

,OT,ST,MSS 

,HHA 

Reading 

Combined  VNA's  of  Reading  Stoneham,  Wakefield, 

Wo burn;  Reading 

PT 

,OT,ST,MSS 

,HHA 

Melrose-Wakefield  Hosp.,  HCP,  Melrose 

FT 

,CT,ST,HHA 

Home  Health  Service,  N.E.  Memorial  Hosp., 

Stoneham 

PT 

,0T 
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FEE  SCHEDULE  IV-A- CERTIFIED  HOME  HEALTH  AGENCIES 


Service  Code:  062002 


City/Town 


Home  Health  Agency 


^Services  Provided 


Rehoboth 

Revere 

Richmond 

Rochester 

Rockland 

Rockport 

Rowley 

Rutland 

Salem 

Salisbury 

Sandisfield 

Sandwich 

Saugus 

Scituate 

Sharon 

Sheffield 

Sherborn 

Shirley 

Shrewsbury 

Somerset 

Somerville 

Southboro 

Southbridge 

South  Hadley 

South  Hampton 

Southwick 

Spvncer 

Springfield 
Sterling 
Stockbridge 
Stoneham 


Stoughton 
Stow 

Sturbridge 

Sudbury 

Sunderland 

Sutton 
Swamps co tt 

Swansea 


Taunton  VNA,  Taunton 

VNA  of  Chelsea,  Revere,  Winthrop;  Revere 
Community  HA  of  Richmond,  W,  Stockbridge 
Marion  VNA,  Marion 
Rockland  VNA,  Rockland 
Rockport  PHN  Service,  Rockport 
Cable-Coburn  Regional  HHS,  Ipswich 
Wachusett  Home  Health  Care  Agency,  Holden 
Salem  VNA,  Salem 

Salem  Hosp.  Home  Care  Program,  Salem 
Newburyport  Health  Centre,  Newburyport 
S.  Berkshire  VNA,  Gt.  Barrington 
Town  of  Sandwich,  Nursing  Dept.,  Sandwich 
VNA  of  Great  Lynn,  Lynn 
Scituate  Home  Health  Agency,  Scituate 
Sharon  Board  of  Health,  Sharon 
S.  Berkshire  VNA,  Gt.  Barrington 
Natick  VNA,  Natick 
Nashoba  Nursing  Service,  Ayer 
VNA  of  Worcester,  Worcester 
Somerset  Board  of  Health,  Somerset 
Somerville  VNA,  Somerville 
Framingham  VNA,  Framingham 
Southbridge  VNA,  Southbridge 
Holyoke  VNA,  Holyoke 
Easthampton  VNA,  Easthampton 
VNA  of  Springfield,  Springfield 
Spencer  Good  Samaritan  &  District  Nursing 

Association,  Spencer 
VNA  of  Springfield,  Springfield 
Wachusett  Home  Health  Care  Agency,  Holden 
S.  Berkshire  VNA,  Gt.  Barrington 
Melrose-Wakefield  Hosp.  HCPt  Melrose 
Combined  VNA's  of  Reading,  Stoneham,  Wakefield 


PT,OT,ST,MSS,HHA 
PT 
PT 
HHA 

PT,OT,ST,MSS,HHA 

M3S 

PT,ST,MSS 
PT,HHA 

PT,OT,ST,MSS//^ 
PT,OT,JT,MSS 
PT,0T,3T,MSS 
PT 

PT,OT,ST,MSS,HHA 
PT,ST,MSS,HHA 
PT,0T,5T,MSS 
PT,OT 
PT 
PT 

MSS ,HHA 
PT,OT,MSS,HHA 
PT,OT,ST,MSS,HHA 
FT, OT, ST, MSS 
PT,3T, 
PT,OT 
PT, HHA, MSS 
PT 
PT 


PT.OTjSTjMSS^^ 
FT 

PTjHHA 
PT 

FT, OT, ST, HHA 


and  Woburn;  Reading 
HHS,  N.E.  Memorial  Hospital,  Stoneham 
Stoughton  Pub.  Health  Assoc.,  Stoughton 
Stow  HHA,  Stow 

Sturbridge  Community  NA,  Sturbridge 
Sudbury  PHN  Association,  Sudbury 
Ashfield,  Conway,  Sunderland,  Whately  PHA 

Sunderland 
Sutton  Eoard  of  Health,  Sutton 
VNA  of  Greater  Lynn,  Lynn 
Pernet  Family  Health  Ser.  of  Lynn,  Lynn 
Swansea  Board  of  Health,  Swansea 


PT,OT,ST,MSS,HHA 
FT,OT 

PT,0T,5T,HHa 

PT,MSS 

PT,OT 

PT , OT , ST, MS 3,  WALl 

FT,  OT,  ST, MSS 
MSS 

PT , ST , HHA 
PT  HHa 

Pt!oT,ST,MSS,//#* 
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PEE  SCHEDULE  IV-A- CERTIFIED  HOME  HEALTH  AG-NCIES 


Service  Code:  062002 


City/Town 


Home  Health  Agency 


*Services  Provided 


Taunton 
Tewksbury 
Tisbury 
Topsfield 

Truro 

Tyngsborough 

Tyringham 

Upton 

Uxbridge 

Wakefield 


Walpole 
Walthara 

Ware 

Wareham 

Warwick 

Watertown 

Wayland 

Webster 

Wellesley 

Wellfleet 

Wendell 

Wenham 

We s thorough 

West  Boy Is ton 

West  Bridgewater 

Westford 

West  Hampton 

Westminster 

West  Newbury 

Weston 

Westport 

West  Stockbridge 


West  Springfield 
West  Tisbury 
Westwood 
Weymouth 
^  Whately 


Taunton  VNA ,  Taunton  PT ,  OT ,  j>T  ,  I I3S 

Lowell  VNA,  Lowell  PT,0T,ST,M3S 

Martha's  Vineyard  VNA,  Vineyard  Haven  PT,HHA 

Topsfield-Boxford  Community  Club,  Topsfield  PT,ST 

Beverly  Hospital,  Home  Care  Ser.,  Eeverly  PT,OT,ST,MSS 

Wellfleet  HHA,  Wellfleet  HHA 

Nashoba  Nursing  Service,  Ayer  MS S, HHA 

Lee  VNA,  Lee  FT, HHA 

Upton  Board  of  Health,  Upton  MSS 

Uxbridge  Board  of  Health,  Uxbridge  MSS 

Melrose-Wakefield  Hosp. ,  HCP,  Melrose  FT, OT, ST, HHA 
Combined  VNA's  of  Reading,  Stonehara,  Wakefield, 

and  Wo burn;  Reading 
Homo  Health  Sei-viee  


Walpole  VNA,  Walpole 
Waltham  VNA,  Waltham 
Waltham  HHA,  Waltham 

Visiting  Nurse  Pro.,  Mary  Lane  Hosp'.,  Ware" 

Wareham  VNA,  Wareham 

Athol-Orange  Community  HSA,  Athol 

Belmont-Watertown  CHA. ,'  Belmont 

Wayland  PHN  Service,  Wayland 

Webster  Samaritan  Assoc.,  Webster 

Wellesley  PAA. ,  Wellesley  Hills 

Wellfleet  HHA,  Wellfleet 

Athol-Orange  Community  Health  Ser. ,  Athol 

Beverly  Hospital  HCS,  Beverly 

VNA  of  Hamilton  and  Wenham,  Hamilton 

Westborough  District  NA,  Westborough 

West  Boylston  PHN  Ser. ,  W.  Boylston 

Bridgewater  VNA,  Bridgewater 

Lowell  VNA,  Lowell 

Easthampton  VNA,  Easthampton 

Gardner  VNA,  Gardner 

VNA  of  Haverhill,  Haverhill 

Weston  VNA,  Weston 

Westport  Board  of  Health,  Westport 

Community  Health  Assoc.,  Richmond  -W. 

Stockbridge;  Richmond 
VNA  of  Springfield,  Springfield 
VNA  of  Martha's  Vineyard,  Vineyard  Haven 
Westwood  CHA,  Westwood 
Weymouth  VNA,  Weymouth 
Ashfield,  Sunderland,  Conway,  Whately, 
Public  Health  Agency;  Sunderland 


PTfOT,ST,MS^//^  myi 
PT,0T 
PT,OT 

PT, MSS, HHA 
PT,ST 

PT,0T,3T,MSS 

PT,0T,3T,MSS,^  WflU 

PT,MSS 

PT,OT,ST,MSS 

PT,ST 

PT 

PT,OT,ST,MSS,#M  M*>l 

HHA 

PT,M3S 

PT,QT,ST,MSS 
PT 

PT,HHA 
FT, HHA 

PTfOT,ST,MSS,/WM  W 

PT,OT, JT,MSS 

PT 

PT 

PT,3T,HHA 
FT, OT, ST, MSS 
PT,OT,ST,MSS,///^  MAUI 

PT 
PT 

PTjHHA 
PT,ST 

VT,  ST,  OT, MSS  f/fJ/A  MAbf 

PT,OT,ST,MSS 
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FEE  SCHEDULE  IV- A- CERTIFIED  HOME  HEjXTH 

AGENCIES 

Service  Code: 

062002 

City/Town 

Home  Health  Agency 

^Services  Provided 

Whitman 

Whitman  VNA,  Whitman 

PT,OT,ST,MSS 

Wilbraham 

VNA  of  Springfield,  Springfield 

PT 

Williams town 

Willismstown  VNA,  Williamstown 

PT 

Winchester 

Winchester  VNA,  Winchester 

PT,MSS 

Windsor 

Dalton  Board  of  Health,  Dal ton 

PT 

Winthrop 

VNA  of  Chelsea,  Revere,  &  Winthrop,  Revere  PT 

Wo burn 

VNA  of  Reading,  Stoneham,  Wakefield, 

Wo burn;  Reading 

PT,OT,ST,MSS,HHA 

Melrose-Wakefield  Hosp. ,  HCP,  Melrose 

PT,OT,ST,HHA 

Home  Health  Service,  Stoneham 

PT,OT  . 

Worcester 

VNA  of  Worcester,  Worcester 

FT,OT,MSS,HHA 

Pernet  Family  Health  Ser. ,  Worcester 

PT,ST,MS3,HHA 

Yarmouth 

VNA  of  Central  Cape  Cod,  Hyannis 

PT,ST,OT,MSS,HHA 
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Pee  Schedule 
V 

Page  1 


PEE  SCHEDULE  V 
NURSING  AND  CONVALESCENT  HOMES 

Administrators  Letter  1.84  contains  the  printed  listing  entitled  PEE  SCHEDULE  3  - 
NURSING  HOME  HATES  with  current  per  diem  rates  and  certified  levels  of  care  for 
all  Massachusetts  nursing  homes  and  should  be  referred  to  when  processing  any 
nursing  home  invoices. 
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FEE  SCHEDULE  VI-A  -  TUFTS  UNIVERSITY  SCHOOL  OF  DENTAL  MEDICINE 

Service 
Code 

0890  Examination  and  charting,  emergency  treatment 

0891  Radiographs 

Single  film,  bite  wing  or  periapical  7»00 
films,  full  mouth  x-ray,  orthodontic 
x-rays  including  lateral  jaw  series, 
cephaj-ometric  series. 


Maximum 
Per  Visit 

$  4.00 


0892  Operative  Dentistry 

Single  surface,  multi-surface  fillings,  6.50-* 
pulp  capping,  topical  fluoride     i^hutctit  t^orn*-  fce*£^rf  f£^^4,\>' 

/0/ 1/7/  A?/)L,I 

0893  Complete  Denture 

Single  full  upper,  or  full  lower,  19»00 
full  upper  and  lover  denture 

0894  Partial  Denture 

Partial  upper  or  lower  with  or  without  27«00 
clasp,  with  bar  and  clasps,  additional 
clasps,  custom  mouth  guard 

0895  Endodontics 

Single,  double  or  triple  rooted  tooth  10.00 


8.00 


0896  Periodontics 

Gingivectomy  . 
Vincent's  infection  treatment,  oral  prophylaxis  p£Jh}il7/ 

0897  Oral  Pathology 

Biopsies  11.00 


0899       Oral  Surgery      Includes  but  is  not  limited 

to  extraction  of  single  tooth  or  multiple  1J>»00 

teeth  with  general  or  I.V.  anesthesia, 

apicoectomy,  ftlveoplasty , sof t  tissue  or 

bony  impactions,  cystectomy,  frenectomy, 

incision  and  drainage  of  abscess,  bone  surgery, 

ridge  extension,  removal  of  tumors. 


♦Gold  fillings,  inlays  and  onlays,  when  performed  at  the  discretion 
of  Tufts  University  School  of  Dental  Medicine,  may  be  billed  on  a 
per  visit  basis  under  service  code  #0892. 
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PEE  SCHEDULE  VT-A  -  TUFTS  UNIVERSITY  SCHOOL  OF  DENTAL  MEDICINE 

Service  Maximum 
Code  Per  Visit 

0900  Orthodontics .' 

Includes  initial  diagnosis,  models,  ™*  "I  $10.00* 

photos,  active  treatment,  retainers 

0901  Crown  and  Bridgework 

Stainless  steel  crowns,  cast  core,  19.00 

porcelain  jacket  crown,  acrylic 

veneer  crown,  full  cast  crown, 

3/4  crown,  splints,  replacing  of 

broken  bridge  facing,  recementing 

loose  bridge  or  crown. 

0902  Repairs  Pull  denture 

Repair  of  broken  denture  and  re-  12.00 

placing  broken  teeth  or  adding 

teeth,  replacing  broken  clasp 

rebasing  (reline),  reproducing 

acrylic  denture,  adding  teeth  to 

partial  denture  to  replace  extracted 

natural  teeth,  repairing  broken  teeth 

on  partial  denture  (when  additions  or 

repairs  do  not  involve  changing  metal 

casting  of  partial  denture). 


A  patient  visit  is  counted  when  an  individual  is  physically  present  in  the  clinical 
area  and  has  received  or  is  enrolled  in  a  procedure  for  a  chargeable  service  per 
dental  department,  per  day.    Regardless  of  the  number  of  services  rendered  or 
number  of  visits  to  one "dental  department,  there  will  be  only  fee  per  dental 
department,  per  day. 


»Pnor  Approval  Required 
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PEE  SCHEDULE  VI-B  -  HARVARD  SCHOOL  OP  DENTAL  MEDICINE 


Service 
Code 


0600 

0601 
0602 

0603 


0604 

0605 
0606 
0607 

060b 


0609 
0610 
0611 
0612 

061 3 
06l4 

0615 


DIAGNOSTIC  PEES 

Examination  and  Diagnosis  (including  x-rays) 

Dentulous  adult 

(14  films  &  bite  wings) 

Edentulous 

Pedodontic  survey 

(occlusal,  bite-wings    &  4  intra-oral 

films) 

Dentulous  child  or  adult,  full-mouth 
x-rays  (22  film  series),  and  specialty 
consultations 

Radiology 

Intra-oral  Survey 

Dentulous  adult 

(14  films  &  bite-wings) 

Dentulous  child  (below  14  years) 
(12  films  &  bite-wings) 

Edentulous 
(10  films) 

Pedodontic  survey 
(occlusal,  bite-wings  &  4 
intra-oral  films) 

Pull  mouth 
(22  films) 

Single  Pi lms 

Intra-oral  (including  bite  wings) 

Second 
Third 
Maximum 

Occlusal 
Lateral  jaw 
PA  head  8x10 


Maximum 
Pee 


$20.00 

15.00 
13.00 

24.00 


12.00 
12.00 
12.00 
8.00 

16.00 


2.00 
2.00 
1.00 
12.00 

4.00 

10.00 

10.00 
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PEE  SCHEDULE  VI-B  -  HARVARD  SCHOOL  OP  DENTAL  MEDICINE 


Service 
Code 

06l6 

0617 

0618 


0619 

0620 
0621 

0622 

0623 

0624 

0625 

0626 


0627 
0628 
0629 

O650 


O631 


TM  joint 
Orthodontic  survey 

(lateral  jaw,  bite-wings,  intra-orals 
&  cephalostat) 

Special  Consultation  for  Examination  and  Diagnosis 
(including  full  mouth  x-rays) 

ORAL  SURGERY 

Siiiple  extractions 

Impactions  -  soft  tissue 
bony 

Alveopla&ty,  per  quadrant  J^*^ 

Abscess  -  inc:;.se  and  drain 

Biopsy 

Cystectomy 

Exposure  of  crown 

OPERATIVE  DENTISTRY 

Amalgam  Restorations  (same  fee  for  adult  or  child) 

one  surface 
two  Surfaces 
three  surfaces 

Treatment  Restorations  (including  pulp  capping 

where  necessary) 

Silioates,  Acrylic  Restorations  (Composite  Resins, 

Addents ) 


Maximum 
Pee 

$10.00 
25.00* 

24.00 


5.00  -  7.00 

15.00  -20.00 
25.00  -35.00 

*J>Oi00  -20.00 

5.00  -10.00 

10.00  -15.00 

20.00  -30.00 
25.00  -35.00 


4.00** 

6.00** 
8.00** 

3.00  -  5.00 


6.00** 


♦Prior  Approval  Required 

**Gold  restorations,  inlays  and  onlays,  when  performed  at  the 
discretion  of  Harvard  School  of  Dental  Medicine,  may  be 
billed  under  these  service  categories. 
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MEDICAL  CARE  PLAN 
PEE  SCHEDULES 


Pee  Schedule  VT-B 
 Page  3 


Service 
Code 

0632 


0633 

0634 

0635 
O636 
O637 
0638 
O639 


0640 

0641 

0642 
0643 
0644 

0645 

0646 

0647 

0648 


PEE  SCHEDULE  VT-B  -  HARVARD  SCHOOL  OF  DENTAL  MEDICINE 


FLUORIDE  (Topical  Application)  Except  for 
patients  under  16  years  where  it 
is  included  in  the  cost  of  prophylaxis. 


Maximum 
Pee 


$  3.00 


lfa*pA4uJu^  *  jL»xjtjnt.  ~&  a**  tu*&*»t ft^jf^^  4tjft9//n' 

as  (by  student  or  hygienist)  Ci  7. 


0649 
O650 


PROPHYLAXIS  "(by  student  or  hygienist) 
ENDODONTIC  THERAPY 

Anterior  and  Premolar  Teeth  -  single  canal 

Anterior  and  Premolar  Teeth  -  multiple  canals 

Molar  Teeth 

Apical  Surgery 

Single  Procedure  -  root  canal  and  surgery 
Apical  Surgery  and  Retrograde 
PEDODONTICS 

Operative,  prophylaxis  and  fluoride  application  - 
Same  fee  schedule  for  adults  is  applied  to  the 
appropriate  procedure  in  children. 

Nutritional  Evaluation  (for  rampant  caries) 

Hawley  removable  appliances 

Plastic  partial  denture  -  up  to  three  teeth 
More  than  three  teeth 
Repairs  to  partial  dentures  and  crowns 

Acrylic  crowns 

Stainless  steel  crown 

Space  maintainer  with  band 

Space  maintainer  with  stainless  steel  crown 

PERIODONTAL  THERAPY 

Gingivectomy  -  per  quadrant 
Per  Procedure 
Maximum 


00 


35.00  -  55.00 

50.00  -  B5.00 

n  75.00  -io5«oo 
20.00  -  30.00 

50.00  -  65.00 
45.00 


3.00 

35.00 

25.00 
40.00 
10.00 

30.00 
15.00 
25.00 
25.00 


20.00* 
100.00* 


♦Prior  Approval  Required 
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 Page  4 


PEE  SCHLDULE  VI-B  -  HARVARD  SCHOOL  OP  DENTAL  MEDICINE 


Service 
Code 


0651 

0652 

0653 

0654 
0655 

O656 

0657 

065« 

O659 
0660 
0661 

0662 
O663 
0664 
0665 

0666 


PROSTHETIC  DENTISTRY 

One  immediate  denture,  exclusive  of  surgery 

One  complete  denture 

Pull  upper  and  lower  dentures 

Complete  denture  repairs 
plus  charge  per  tooth 

Rebaee  single  denture 

Rebace  complete  upper  and  lower  denture 

Lingual  or  palatal  bar,  plus  clasps  in 
stainless  steel 

Repairs  to  removable  partial  dentures 

Single  gold  crowns  (including  acrylic  veneer; 

Each  unit  of  fixed  restorations  (including 
facings  or  veneers) 

Porcelain  jacket  crown  or  acrylic  crowns 

Porcelain  jacket  crowns  with  cast  gold  core 

Procelain  fused  to  gold  (per  unit) 

Other  -prostheses 

ORTHODONTIC  TREATMENT 

Diagnostic  Appraisal 


Maximum 
Pee 


$  90.00 

85.00 

170.00 

10.00 
2.00 

25.00 

50.00 

95.00 

10.00  -  40.00 
50.00* 
55.00 

50.00 
65.00* 
75.00* 
I.  C.** 

25.00* 


♦Prior  Approval  Required 
**I.C.  -  Individual  Consideration 
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 Massachusetts  Public  Assistance  Policy  Manual  Effective  10/1/71 

Chapter  VII  MEDICAL  CARE  PLAN  Fee  Schedule  VI- B 
  FEE  SCHEDULES  Page  5 

FEE  SCHEDULE  VI -B  -  HARVARP  SCHOOL  OF  DENTAL  MEDICINE 

Service  Maximum 

Code  Fee 

ORTHODONTICS 

0667  First  year  $275.00* 

0668  Second  year  150.00* 

0669  Third  year  55.00* 

0670  Fourth  year  (if  necessary  in  special  situations)  50.00* 

0671  Interceptive  orthodontics  (x-rays  and  models 

required)  I.C.** 

0672  Space  maintainor  -  Fixed  band  type  -  per  quadrant 

(x-rays  required)  30.00* 

0673  Fixed  band  type  -  bilateral  (x-ray  required)  42.00* 

0674  Acrylic,  removable,  bilateral  (x-ray  required)  34.00* 

0675  Retention  following  orthodontic  treatment  - 

fee  per  visit  (max.  5)  8.50 

0676  Replacement  retainer  -  only  if  needed  34.00 


*    Prior  Approval  Required 

**  I.C.  -  Individual  Consideration 
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Fee  Schedule  VI-C 
Page  1 


FEE  SCHEDULE  VI-C  -  BOSTON  UNIVERSITY  SCHOOL  OF  GRADUATE  DENTISTRY 


Service 
Code 


Maximum 

Fee 


061011 
061012 


061022 
061023 
061027 
061021 

061014 


061711 
061712 
061721 

061722 
061723 
061724 


061726 
061727 


061728 
061729 


Examination  and  charting  and  completion  of  reporting  form 
Initial  visit  only  and  annually  thereafter 
Not  payable  for  single  emergency  visit 
Not  payable  again  when  patient  referred  to  specialist 

Age  14  and  over  $6.50 
Under  age  14  5,00 
Radiographs :    Over  age  14  -  Full  mouth  radiographs  limited  to  once 

per  two  years ^ 
Under  age  14  -  No  full  mouth  x-rays^- 

^Unless  participating  dentist  can  justify  otherwise  to  approving  authority. 
Under  age  14,  x-ray  should  be  limited  to  bi tewing  technique  as  routine 
diagnostic  aid,  with  periapical  films  allowed  only  for  cases  in  which 
extraction  is  anticipated,  or  infection,  periapical  change,  or  anomaly  is 
suspected. 


Single  intraoral  bitewing  or  periapical  film 
Each  additional  single  bitewing  or  periapical  film 
Further  bitewing  or  periapical  film 
Full  mouth  x-ray . (including^bi tewing s,  minimum  14 
films )  a-ty 
Emergency 


th  x-ray , (including  bitewings,  minimum  14 
y  treatment .  cn^-e^-w**iJitovi,  a^t£&iti***f  ^/c/'l 


7/ 


Extraction  with  local  anesthesia  (with  or  without 
alveoplasty) 

Single  tooth 

Additional  teeth  at  same  sitting 

Surgical  removal  of  erupted  tooth  (including  flap  and 
sutures ) 

Surgical  removal  of  tooth"  with  soft  tissue  impaction 

Surgical  removal  of  tooth  with  partial  bony  impaction 

Surgical  removal  of  tooth  with  complete  bony  impaction 

Extraction  with  general  anesthesia  (with  or  without 
alveoplasty) 

Single  tooth 
Additional  teeth,  each 

Extraction  with  intravenous  anesthesia  (with  or  without 
alveoplasty) 

Single  tooth 
Additional  teeth,  each 


1.50 
1.50 
1.00 

14.00 
•  5.00 


6.00 
5.00 

15.00 
20.00 
30.00 
42.00 


10.00 
5.00 


11.00 
5.00 
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FEE  SCHEDULE  VI-C  -  BOSTON  UNIVERSITY  SCHOOL  OF  GRADUATE  DENTISTRY 


Service 
Code 


061730      Alvcoplasty  on  full  mouth  extraction  -  if  done  per  jaw  ^'^ijii  $20.00 

Restorations  (Amalgam,  Silicate,  etc.) 


061214 
061217 
061215 
061216 
061221 
061222 

061322 
061311 


/*?/> 


3 


061510 
061521 

061522 

061527 

061528 

■0  G 1 5  69 


••One  surface  filling 

**Each  additional  one  surface  filling  at  same  sitting 
••Two  surface  filling 
••Three  or  more  surfaces 
••Silicate  fillings 

••Silicate  fillings  maximum  on  same  tooth  -  not  to 

exceed 

Pulpotomy 
Pulp  Capping  -  calcium  hydroxide 

Must  be  actual  pulp  exposure.    Dentist  must  be  able  to  show  need 
for  pulp  capping  by  submitting  post-operative  x-rays  if  requested. 
No  fee  allowed  for  routine  use  of  "Di-cal"  etc.  as  base. 

Dentures 

* Single  full  upper  or  full  lower,  each 

•Partial  upper  or  lower  (without  clasps);   (mounted  x-rays 
required ) 

•Partial  upper  or  lower  (with  2  clasps);   (mounted  x-rays 
required ) 

•Partial  upper  or  lower  with  bar  and  2  clasps;  (mounted 

x-rays  required) 
•Partial  upper  or  lower  cast  base  denture  with  2  clasps; 

(mounted  x-rays  required) 
•Additional  clasps,  each 

Repairs 


061561  Repair  of  broken  denture  .(no  teeth  involved) 

061562  Repair  of  broken  denture  and  replacing  broken  teeth, 
Repair  of  broken  teeth  on  denture  only;  first  tooth 

Q6A-56-3  dLjfti     Replacing  each  additional  tooth  -  same  processing 


each 


061565 

061566 
061568 
061296 
061297 
061291 
061573 
061571 


Adding  teeth  to  partial  denture  to  replace  extracted  natural 
teeth 

Each  additional  tooth  -  same  processing 
Replacing  broken  cxasp  with  new  clasp  on  denture 
Replacing  of  broken  bridge  facing,  each 
Recementing  loose  bridge 
Recementing  loose  inlay  or  crown 
Reline  denture,  processed,  each 
Reproducing  acrylic  denture  ("jump  case"),  each 
Wtf&rf  p'*^^S^f<i7tpf'W/-}  fWr)  p*\f\  f&  


•Prior  Approval  Required 
••Gold  restorations,  inlays  and  onlays,  when  performed  at  the  discretion  of 

Boston  University  School  of  Graduate  Dentistry  must  be  billed  under  these 

service  categories. 


5.00 
4.00 
9.00 
13.00 
8.0C 

16.00 
13.00 
5.00 


132.00 

60.00 

110 .0C 

123.00 

145.00 
17.00 


13.00 
4.00 

13.00 
4.00 

21.00 
8.50 
21.00 
13.00 
8.50 
5.00 
33.00 
51.00 


Poo 
Z7,t>0 
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FEE  SCHEDULE  VI-C  -  BOSTON  UNIVERSITY  SCHOOL  OF  GRADUATE  DENTISTRY 


Service 
Code 


061112 

061111 


061331 
061332 
061333 

061341 
061342 


Prophylaxis 

To  age  14 

Age  14  and  over 

Root  canal  <•»  including  x-rays      Permanent  teeth  only 

•Single  rooted  tooth 
•Double  rooted  tooth 
•Triple  rooted  tooth 

^picoectorcy  -  separate  procedure 
•with  root  canal  filling 


Fluoride^ treatment  -  including  prophylaxis ,  up  to  age  14 
061114    A*^' t^^VQ^^j-,     -  including  prophylaxis,  acre  14  and  over 


061411 


061941 
061283 


Vincent's  infecticu';  treatment „  lltritcQ  fee  4?  saeh- 
treatment 


House  visit  or  bedside  visit 


Stainless  steel  crown 


061910     "Mouth  guard  ~  processed  and  custom  fitted 
06104?      Full  srudy  models  -  when  indicated 

061812     Orthodontic  consultation  (not  including  x-rays,  models  or 

photographs);  by  en  accredited  orthodontist  •«  once  per 

six  roonths 

Orthodontic  x-rays 


Maxiiaum 
Fee 


$5.00 
7.00 


47.00 
72.00 
102.00 

25.00 
55.00 

11.00 
13.00 


n  ;n 

8.50 
15.00 
25.00 

8.50 

8.50 


061813  •Full  Kcu.th  series 

061814  ^Lateral  law  series 

061815  •Cephelornecrit  series 


13.50 
13.00 
13.00 


•Prior  Approval  Required 
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FEE  SCHEDULE  VI-C  -  BOSTON  UNIVERSITY  SCHOOL  OF  GRADUATE  DENTISTRY 


Service 
Code 


Maximum 
Fee 


Orthodontics 

061883  "First  year 

061884  • Second  year 

061885  • Third  year 

061886  *Fourth  year  (if  necessary  in  special  situations) 

061819  • Interceptive  orthodontics  (x-rays  and  models  required) 

061151  "Space  maintainer  -  Fixed  band  type  -  per  quadrant, 

(x-rays  required) 

061152  "Fixed  band  type  -  bilateral  (x-rays  required) 

061153  "Acrylic,  removable,  bilateral  (x-rays  required) 
061882             Retention  following  orthodontic  treatment  -  fee  per 

visit  (max.  5) 

061881  Replacement  retainer  -  one  only  if  needed 

Crown  and  Bridgework 

061271  •Acrylic  jacket  crown  (mounted  x-rays  required) 
061274  'Porcelain  jacket  crown  (mounted  x-rays  required) 
061277  "Acrylic  veneer  crown  (mounted  x-rays  required) 

061272  "Cast  core  (mounted  x-rays  required) 

061295  "Bridgework  per  unit  (mounted  x-rays  required) 

061759  •Gingivectomy  -  per  quadrant 

Surgery 

061753  Alveoplasty  each  jaw,  independent  procedure 

061754  Ridge  extension 


in 


061755 

061756 
061757 
061758 
061760 

061942 
061731 


Debridement   — ' 

Frenectomy 

Removal  of  hyper trophied  tissue 
Surgical  exposure  of  unerupted  tooth 
All  other  surgery 


•Dental  treatment  of  handicapped  child  in  hospital 
Post-operative  follow-up  (to  surgery  only) 

'  U hi, sted procedures  (u>tfh  reput't^t^ly) 


$275.00 
150.00 
55.00 
50.00 

I.C. 

30.00 

42.00 
34.00 

8.50 
34.00 


64.00 
76.00 
94.00 
38.00 
94.00 

I.C. 


I.C. 
I.C. 


I»C»- 
I.C. 
I.C. 
I.C. 
I.C. 

I.C. 
I.C. 

ra. 


•Prior  Approval  Required 

I.C.  -  Individual  Consideration 
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Fee  Schedule  VI- D 


FEE  SCHEDULE  VI- D  -  CERTIFIED  NON-PROFIT  AND  NEIGHBORHOOD  DENTAL  CLINICS 


The  rates  of  payment  to  these  clinics  are  obtained  by  using  the  rates  in  Fee  Schedule 
VI  less  ten  (10)  percent  rounded  off  to  the  nearest  fifty  cents. 


Name  of  Clinic 


Location 


Effective  Date 


Boys  Clubs  of  Boston,  Inc. 
Boys  Clubs  of  Boston,  Inc. 
Boys  Clubs  of  Boston,  Inc. 


Charlestown 
Roxbury 
South  Boston 


6/21/72 
6/21/72 
6/21/72 


Dimock  Community  Health  Center 


Roxbury 


7/1/72 


y7 
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Fee  Schedule 
IX 


FEE  SCHEDULE  IX  --  PUBLIC  MEDICAL  INSTITUTIONS 


Service  Code  0101* 

PUBLIC  MEDICAL  INSTITUTION 

Cambridge  City  Infirmary 

Cape  End  Manor 

Dr.  Fuller  Home  &  Inf. 

Haverhill  City  Inf. 
(Glynn  Mem.  Home) 

Huntress  P.  M.  I. 

Lynn  City  Inf. 

Lynn  Pub.  Med.  Inst. 

McFadden  Mpra.  Manor 

Milford  P.  M.  I. 

Our  Island  Home 

Shepherd  Brooks  Manor 

Taunton  City 

Walnut  Lodge 

Worcester  City  Inf. 
(Belmont  Home) 


LOCATION 

650  Concord  Avenue, Cambridge 
26  Alden  Street,  Provincetovn 
250  South  Street,  Waltham 
61  Brown  Street,  Haverhill 

Gloucester 

655  Boston  Street,  Lynn 

179  Holyoke  Street,  Lynn 

341  Forest  Street,  Maiden 

Asylum  Street,  Milford 

Lower  Orange  Street,  Nantucket 

275  Grove  Street,  Med ford 

Taunton 

Foxboro 

255  Belmont  Street,  Worcester 


ALL-INCLUSIVE 
PER  DIEM  RATE 

$14.95 

21.35 

11.58 

24.78 

21.79 
16.02 
25.06 
20.45 
15.06 
20.35 
12.06 
12.08 
14.27 
17.13 


Use  this  Service  Code  for  all  public  medical  institutions 
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Chapter  VII  MEDICA1  CARE  PLAN  Fee  Schedule  XIII 

FEE  SCHEDULES 


FEE  SCHEDULE  XIII  -  REHABILITATION  CLINICS 

Service 
Code 

Formally  established  comprehensive  Rehabilitation  Centers  which  provide  comprehensive 
rehabilitation  services  to  out-patients  shall  be  paid  as  follows: 


5001  Medical  Rehabilitation  Evaluation  $15.00 

5002  Full  Day  Treatment  12.00 

5003  One-half  Day  Treatment  7.50 

5004  Single  Rehabilitation  Treatment  5.00 


5005       When  patients  who  are  under  care  at  such  comprehensive  Rehabilitation  Centers  are  referred 
to  a  clinic  for  out-patient  service,  such  service  shall  be  paid  at  the  out-patient  department 
rate  in  Fee  Schedule  II. 

The  following  centers  are  approved  for  such  rates: 

1.  Cardinal  Cushing  Unit  (Holy  Ghost  Hospital) 

2.  Lemuel  Shattuck  Hospital 

3.  Marian  Rehabilitation  Center  (Kennedy  Memorial  Hospital) 

4.  University  Hospital  -  Rehabilitation  Physical  Medicine 

5.  Rehabilitation  Center  of  Worcester 

6.  Rehabilitation  Institute  (Boston  Dispensary  -  New  England  Medical  Center) 

7.  Beth  Israel  Hospital 

8.  Berkshire  Rehabilitation  Center,  Inc.,  Pittsfield 

9.  The  Rehabilitation  Center,  Fall  River 
10.  Boston  City  Hospital 

Physical  Medicine  and  Rehabilitation  Unit 
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